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TOXEMIAS OF PREGNANCY* 


J. G. SMITH, M.D. 
BARTLESVILLE 


Statistics tell us that twenty-seven per 
cent of the puerperal deaths in the United 
States is caused by the toxemias of preg- 
nancy, therefore I feel justified in present- 
ing this subject to you, feeling that it’s 
study and suggestions are worth while. 


Briefly reviewing current literature 1 
note the following: Dr. Jeff Miller of New 
Orleans states that Eclampsia and the var- 
ious other toxemias of pregnancy must still 
be characterized as diseases of theory for 
the reason that in spite of intensive work 
done along various lines, their origin is as 
yet entirely unknown. 


According to Dr. E. Blanche Sterling, 
acting assistant surgeon of the United 
States Public Service, there has been a 
gradual rise of toxemias of pregnancy and 
maternal deaths reported for years 1915 
to 1924. Later public health reports do 
not give any encouragement. 


“A report of five years activities of the 
maternity service, second (Cornell) divis- 
ion, Bellvue Hospital, by Dr. Harold 
Bailey, published in the American Journal 
of Obstetrics and Gynecology, April, 1928, 
states that the largest number of deaths 
were from toxemias of pregnancy, includ- 
ing eclampsia. Out of forty-cight deaths, 
twelve were from the above cause. 

“The toxicity of blood serum proteins in 
eclampsia, by Drs. Abraham F. Lash, and 
Wm. Welker of Chicago, and published in 
the American Journal of Obstetrics and 
Gynecology, April, 1928, gives the follow- 
ing conclusions: The blood serum proteins 
of normal and eclamptic women’s blood 
showed no experimental evidence of toxic- 
ity in mice although injected in large doses 
intraperitoneally.” 

A paper on Toxemias of Pregnancy read 
by Dr. Talbot at Harrisburg, October 7, 
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1925, states that the toxemias of pregnancy 
were always associated with foci of chronic 
infection. 


“The Present Status of Toxemias of 
Pregnancy,” read by Dr. Polak at the Dal- 
las meeting of the A. M. A., April, 1926, 
considers especially hyper-emesis ; the pre- 
eclamptic toxemias and eclampsias, coin- 
ciding with Watson, Harding and Titus, 
grouping the underlying factors under 
three heads. 


1. The metabolic factor with its carbo- 
hydrate deficiency during pregnancy. 

2. The neurotic factor, in the woman 
with an unduly sensitive sympathetic ner- 
vous system, with heightened normal re- 
flexes or hyper sensitivity, this condition 
tends to accentuate the metabolic fault. 


Dr. Williams, in a paper read at Spo- 
kane, Washington, July 1, 1926 (on the 
toxemias of pregnancy and the treatment 
of eclampsia notes that “whatever the 
cause may be it is apparent that it will 
not be discovered theorizing, but solely by 
the patient and intelligent application of 
approved means of research by devoted in- 
vestigators, furthermore it is clear that the 
treatment must remain empiric until the 
problem is solved.” Report series No. 117, 
1927, of the Medical Research Council of 
London, in a chemical and bio-chemical 
study of the toxemias of pregnancy, states: 


1. There is a condition of intoxication 
associated with structural as well as funct- 
ional changes in many, if not all, the or- 
gans and tissues of the body. 


2. The condition is so definitely asso- 
ciated with pregnancy that it seems im- 
possible to escape the conclusion that the 
cause is to be found in some substances 
elaborated in the fetal or placental tissues 
or in disturbances in maternal metabolism 
resulting from the pregnant state. 


8. There is no clinical bacteriological or 
histological evidence to support the sug- 


. gestion that the condition is due to the ac- 


tion of any animal or vegetable parasite. 
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4. There is no clinical or experimental 
evidence in support of the view that the 
condition is due to disturbance of endo- 
crin glands, though structurally and 
functionally alterations are found in them 
during pregnancy. 


Dr. Plass of Detroit, in a paper entitled 
“Non-protein, nitrogenous constituents of 
the blood in eclampsia and allied condi- 
tions,” states that “Our investigations have 
led us to believe that blood chemical studies 
are at present of little or no practical as- 
sistance in the clinical management of 
these cases, and that the older methods— 
urinalysis, blood pressure and opthalmos- 
copy—yield the most valuable information 
concerning the patient’s condition. In a 
paper entitled “The Elimination of Ec- 
lampsia as a Complication of Pregnancy,” 
by Dr. Brown Miller of Washington, D. C., 
published in the Journal of Obstetrics and 
Gynecology, January, 1925, terminates his 
conclusions as follows: That in cases of 
pre-eclamptic toxemia indicated by Album- 
inuria, high systolic blood pressure, slight 
oedema, headaches and digestive distur- 
bances, it is our duty to endeavor by rest 
in bed, milk or a markedly restricted diet, 
colonic irrigation, purgation, etc., to con- 
trol the toxemia; and in case of failure to 
do this to end the pregnancy. 


I will not consider chronic nephritis or 
infections, as they are diseases complicat- 
ing pregnancy and need not be considered 
any more than pneumonia, typhoid fever 
or other complicating disease. 


I do not believe the Creator made a mis- 
take when he created woman. Every pro- 
vision was made for successful, and a 
happy reproduction, every organ was plan- 
ned to expand, enlarge and reproduce per- 
fectly a human being. Conception within 
itself, should not bring about a condition 
inviting disease, but on the contrary every 
organ of the body should respond to the 
extra work thrown upon it. The maternal 
organism must provide not only for the 
functioning of her own body, but the 
growth and development of the foetus as 
well as the elimination of extra waste ma- 
terial; the essentials are a perfectly bal- 
anced metabolism. 


No two patients are the same, therefore 
patients must be individualized. We are 
taught that the object of digestion is to 
render food capable of absorption into the 
circulatory fluids, the blood and lymph. 
They are then carried to various organs 
and tissues to be used at once or stored for 








future use. After being used, certain sub- 
stances are produced as waste products, 
these pass back into the blood to be carried 
to the organs of excretion by which they 
are expelled from the body. The intake 
must be compatible with the ability of the 
excretory organs to eliminate the waste 
products. When the balance in metabolism 
is not kept, then we have an accumulation 
of waste products, developing an albumin- 
uria or a pre-eclamptic condition. By pro- 
per treatment of the pre-eclamptic state, 
eclampsia may be eliminated. 


The habits and environment of each 
patient must be considered and treated ac- 
cordingly. No radical changes should be 
made in diet or mode of living. Treatment 
depends entirely upon the degree of toxe- 
mia or albuminuria. The appearance of 
albumen with or without a rise of blood 
pressure is the thermometer indicating 
plainly that the elminative organs of the 
body are becoming over worked and unable 
to keep up with the amount of food 
absorbed. Methods other than diet and 
rest must be used. 


The excretory organs must be assisted 
in eliminating the waste products already 
accumulated, then the intake of food suf- 
ficient to keep a metabolic balance. Any 
disturbance from the normal should be 
noted. Nausea, swollen ankles, dizziness, 
a systolic blood pressure of 140 or above, 
or traces of albumen; the presence of any 
of these are indications for careful obser- 
vation and treatment. If these cases are 
seen early, I tell them to confine themselves 
to a milk and vegetable diet. Not over 
eating at any one meal, eat no meat or 
fried food, plenty of exercise, especially 
walking, also doing the housework, or 
other work to which they are accustomed. 
A saline laxative before breakfast every 
morning, and a mixture containing, sod- 
benzoate, pot. citrate and Tr. hyoscyamus 
four times a day and report in one week 
with a specimen of urine. 


Mild cases respond promptly to this 
treatment, more serious cases receive the 
same medicinal treatment, only pushed un- 
til physiological effect is obtained. The 
reason for giving the above medicinal 
treatment is that our materia medicas tell 
us that benzoate of soda has a specific ac- 
tion on the liver as well as one of the most 
efficient drugs we have in eliminating 
waste products from the body. Pot-citrate 
is refrigerant, slightly diuretic and an 
oxydizing agent. Hyoscyamus is a vesical 
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sedative, non-irritant to the kidneys and 
ureters. 


The value of any method of treatment is 
found in the end results obtained. I have 
studied the toxemias of pregnancy a num- 
ber of years, solely from a clinical stand- 
point. I do a large obstetrical practice, 
treating patients of every degree and walk 
of life, and I get positive results following 
the treatment outlined in this paper. 


I report one of my most persistent cases 
as follows: First called to see this patient 
about January 1, 1928. 


Marie H., aged 21, seven months preg- 
nant. Edema of entire body, epigastric 
pain, vomiting, dizziness, headache, sys- 
tolic blood pressure 155, heavy albumin- 
uria. 

Treatment consisted of thorough elim- 
ination, rest in bed, restricted milk and 
vegetable diet, routine treatment with 
sodium benzoate as already suggested. She 
steadily improved and was delivered of a 
normal girl baby, March 4, 1928. 
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Discussion: Dr. W. A. DEAN, Tulsa. 


After reading over Dr. Smith’s paper 
which he so kindly mailed to me, I con- 
cluded that he had covered the subject so 
well that there was very little for me\to 
discuss, other than my own treatment and 
that advocated by others. 


In discussing Dr. Smith’s paper I will 
devote most of my remarks to treatment, 
also touching on a certain classification 
and clinical findings. 


First, to classify our toxemias beginning 
in first tri-master of pregnancy we have 
our nausea and vomiting, or morning sick- 
ness, which can then develop into hyper- 
emesis gravidarium. In the last half of 
pregnancy I like a class'fication of Stander 
and Peckham of Baltimore, which is as 
follows: First, eclampsia; second, pre- 
eclampsia; third, chronic nephritis, com- 





plicating pregnancy; fourth, eclampsia 
superimposed upon nephritis; fifth, low 
reserve kidney. 


It does not necessarily mean that our 
cases of nausea and vomiting or even 
hyperemesis will later develop into any of 
the toxemias as above classified in the lat- 
ter half of pregnancy. 


Let us hope that our child-bearing wo- 
men and future child-bearing women may 
become educated through various sources 
and channels, to put themselves under the 
care of physicians after missing the first 
period and that these physicians in turn 
will intelligently instruct these patients as 
to their habits and proper diet; also, when 
necessary, give proper treatment to over- 
come these early toxemias and prevent 
later toxemias. 


Dr. C. Jeff Miller of New Orleans, writ- 
ing in the Journal of Obstetrics and Gyne- 
cology, stresses the importance of a high 
carbohydrate diet in these toxemias. In 
my early cases of nausea and vomiting, a 
forced high carbohydrate intake at fre- 
quent intervals, has given me most pleas- 
ing results. However, to insure my pa- 
tients a more speedy recovery, I like to 
give luminal sodium and corpus luteum. 
If they call me in the state of hyperemesis 
or bordering that degree of toxicity, then 
we can use the above treatment plus a 25 
per cent glucose solution without insulin. 


If a patient begins a rise of blood pres- 
sure, especially the diastolic over 80 mm. 
of hg., I do not hesitate having these pa- 
tients come to my office every week for 
blood pressure, weight and urinalysis ex- 
amination, questioning them for any head- 
ache, digestive disturbances, edema and 
spots before the eyes. It is quite essential 
for a frequent checking over these patients 
because great headway can be gained to- 
wards a toxic state when visits are not 
made more often than every three to four 
weeks. 


Good elimination is urged at all times, 
frequent baths aid the skin, large quanti- 
ties of water for kidneys and, if necessary, 
laxatives for the bowels. A pregnant 
woman’s exercise is curtailed more than a 
non-pregnant, also, at times, a mechanical 
obstruction embarrasses the bowels. 


For those patients who develop into the 
pre-eclamptic or eclamptic stage, Miller 
and Martinez of Pittsburgh, have shown 
the value of liver extract, while Lazard of 
Los Angeles, has shown the value of 
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MGS04 in therapeutic dosage, given in- 
travenously. On the other hand Titus 
Dodds and Willetts of Pittsburgh, have 
proven that just before a convulsion the 
patient develops a hypo-glycemia and in- 
travenous injection of glucose clears these 
patients remarkably. 


In conclusion, let me again call your at- 
tention to the diastolic blood pressure in 
pregnancy. As long as your diastolic re- 
mains below 90 mm. of hg., you need have 
no fear of eclampsia. 


ra’ 


RECURRENT ABORTION* 


M. B. GLISMANN, M. D. 
OKMULGEE 





Consideration of the subject of spontan- 
eous repeated abortions, because of its mul- 
tifarious aspects, requires that careful 
limits be placed on the scope of our discus- 
sion. In this paper, we wish to bring to 
your attention two factors of etiology, one 
pathologic, the other, physiologic, and one 
suggestion for the treatment of the latter. 
The discussion will be confined to these 
phases. It is not intended that we lose sight 
of the more obvious factors: the toxemias, 
syphilis, the nephritides, anatomical ab- 
normalities and extreme laceration of cer- 
vix uteri. These must be searched out care- 
fully and treated adequately according to 
indications. In this paper our intention is 
rather to throw some light, if possible, on 
the causes for abortion in the more obscure 
cases, as in those cases where no obvious 
pathology explains the recurrence, and as 
a possible explanation of the spontaneous 
abortion which frequently follow repeated 
traumatic abortion, criminal or accidental. 


The pathologic factor to which we call 
your attention is one too frequently dis- 
regarded—that of chronic infection. En- 
dometritis, and metritis, as residuals of 
septic parturition, result in an irritable 
musculature, and a tendency to abortion. 
This is well understood. The role of focal 
infection is not as generally appreciated. 
Curtis’ reports several cases of infection 
from teeth, tonsils, sinuses and one case 
where the husband’s apical abscesses were 
the foci. He found that in every case the 
cultured urine showed hemolytic strepto- 
coccus, which disappeared on removal of 
the foci. The patient in each case, subse- 
quently carried her pregnancy to a suc- 





*Read before the Section on cagry and Gynecol- 
e 


ogy, Annual Meeting, Oklahoma Medical As- 


sociation, Tulsa, May, 1928. 





cessful conclusion. His results were care- 
fully checked and corroborated by animal 
experimentation. 


The second factor in our discussion re- 
quires that we enter as briefly as may be 
into the present conception of the physi- 
ology of menstruation, estrus, and parturi- 
tion, as worked out by Allen and Doisy’, 
Novak’, Zondek and Ascheim‘, Frank and 
his co-workers’, Dixon and Marshall", and 
many other investigators. In 1922, Long 
and Evans’ in a study of the estrous cycle 
of white rats discovered that the vaginal 
mucosa showed characteristic changes ac- 
cording to the period of the cycle. The 
following year, Allen and Doisy introduced 
this vaginal smear, in conjunction with the 
growth changes in the mammae, vaginae 
and uteri as absolute criteria for the study 
of the sex hormones, using immature and 
spayed white rats for this work. Later this 
investigation was expanded by determina- 
tion of the sex hormone concentration of 
human blood, and the examination of hu- 
man follicles, corpora lutea and placental 
tissue, obtained from living patients. Con- 
clusions reached were as follows: 


1. The normal sex cycle in primates be- 
gins ten to fifteen days ofter menstrua- 
tion, with ovulation and ends after delivery 
and involution. Frank calls this the fer- 
tile sex cycle. The menstrual cycle is an 
abortive mechanism only. As Whitehouse’ 
so graphically puts it, “Menstruation is 
the monthly abortion of an unfertilized 
ovum, and the menstrual discharge is the 
lochia of this abortion.” 


2. The hormones which control this fer- 
tile cycle are elaborated by the thecal cells, 
and are found in the follicular fluid, the 
corpus luteum, and in large quantities in 
the placenta—whether originated or mere- 
ly stored there is not determined. They 
exert their effect consecutively and do not 
operate together. Prior to ovulation, the 
follicular fluid is contained in the graafian 
follicle, but on rupture the fluid is poured 
out and absorbed through the peritoneum, 
and the characteristic changes in prepara- 
tion for gestation begin. Rapid vasculari- 
zation of the remaining thecal cells results 
in a constant absorption of the hormone. 
The corpus luteum which forms in the old 
follicle carries on the preparation for the 
fertilized ovum. As the placenta is formed, 
this continues the hormonic flow into the 
blood. In the event that fertilization does 
not occur orthe ovum fails to be implanted, 
the corpus luteum degenerates and deflore- 
scence occurs as the menstrual flow. This 
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hormonic cycle is called the gestational 
gland by Frank. 


3. The corpus luteum exerts a regula- 
tory control, since during its presence and 
activity, the oxytocic effect of the pituitary 
secretion on uterine muscle is held in abey- 
ance, but upon its beginning degeneration, 
the uterine contraction occurs. Dixon and 
Marshall show that only the pituitary has 
an effect on the uterine muscle, and that its 
rhythmic contractions occur only in the 
absence of active corpora lutea. This ex- 
plains the periodicity of menstruation and 
parturition. 


4. The gestational hormone does not 
haveaspecies specificity, but is identical in 
lower mammals and primates alike. It is 
active only as a lipoidal extract, and its 
activity varies inversely in proportion to 
the amount of cholestrol present. The 
water soluble extracts are nearly inactive, 
as clinical experience teaches. The potency 
of the lipoidal extracts is measured in rat 
units, one unit being the minimum amount 
of the extract necessary to produce the 
characteristic changes in a spayed white 
rat. 


In the study of spontaneous abortion in 
the light of these findings, we note that 
abortion occurs most frequently at the time 
of the regular menstrual cycle, when we 
would naturally expect the corpus luteum 
to show its degenerative changes, allowing 
the pituitary to stimulate the uterine mus- 
cle. If, in addition, there is an irritable 
muscle present, uterine contractions are 
much more liable to occur. Again, it is 
conceivable that in certain individuals the 
corpus luteum would show its degenera- 
tive change earlier than in others. This 
might be brought about by previous trau- 
matic or toxemic abortion, with the forma- 
tion of a tendency toward early degenera- 
tive change, or it might be merely an in- 
dividual perculiarity. Conversely, in the 
presence of such conditions, it might reas- 
onably be expected that the supplying of 
potent luteal extract would inhibit the pit- 
uitary action, and prevent the abortion. 
This view is supported by the findings of 
Pearl and Surface’ and Kennedy” and 
others who show that injections of corpus 
luteum inhibit ovulation in fowls and rab- 
bits, and that ovulation begins on cessation 
of the injections. 


/ The conclusion must inevitably be drawn 
| that theuterine contractions of parturition, 
| whether premature or mature, as well as 
the rhythmic contractions at menstruation, 











depend on a delicate balance between the 
hormones of the pituitary and of the cor- 
pus luteum and placenta. . While the gesta- 
tional hormone is preponderant, the preg- 
nancy proceeds with no contractions. Dur- 
ing the latter days or weeks of pregnancy, 
especially in multipara, uterine contrac- 
tions are increasingly noticed. In many 
cases contractions are noted at each recur- 
ring menstrual cycle, and the patient must 
take great care lest abortion occur, while 
in some cases the abortion repeatedly oc- 
curs. In these cases, if our logic is sound, 
the corpus luteum is in varying stages of 
degeneration, and the hormone is insuffi- 
cient fully to control the pituitary hor- 
mone, so the uterine irritability is increas- 
ed. In those cases where there is an hyper- 
irritability of the muscle due to chronic in- 
fection or other cause, the pituitary pre- 
ponderance need be very slight to result in 

abortion. 


In accord with the above conception, we 
have been using intra-muscular injections 
of corpus luteum a week prior to the reg- 
ular menstrual cycle in those cases of ir- 
ritable uterus, with recurring pains, or in 
threatened abortions, as well as in those 
patients with a history of one or more 
abortions. Even with the use of the rela- 
tively inactive and impotent commercial 
water soluble extracts, we have been able 
to show results which seem to confirm our 
position. Now that we have a lipoidal ex- 
tract of high rat unit potency (lipo-lutin) 
our results in these cases should be even 
more striking. 


Case reports could be multiplied illus- 
trating this use of luteal extract, but many 
would, of course, suffer from the criticism 
that there was the possibility of a success- 
ful outcome without its use. In a series of 
about twenty cases with history of abor- 
tion or irritable, cramping uteri, in which 
luteal extract was used, every patient has 
carried through to term a living child. The 
most striking and illustrative case of the 
whole series was the first one in which the 
idea was developed. 


Mrs. H. B., white, age 28, when first 
seen in 1923, had been married eight years. 
History of thirteen abortions without a liv- 
ing child. Abortions were always abrupt 
in type, occurring at various periods of the 
gestation, some followed by sepsis. No 
other history of illness. Denies artificial 
induction, and states that all cases were 
attended by competent physicians. Ex- 
amination shows a well developed and 
nourished woman, of rather big boned, 
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coarse featured type — suggesting mild 
hypothyroidism. Blood pressure regularly 
below 100 systolic, and pulse about 60. 
Sacro-iliac joints much relaxed. States 
that as her pregnancies advanced she be- 
came almost unable to walk. Laboratory 
examinations of urine and blood negative 
on repeated tests. Tonsils out, teeth and 
throat in good condition. Pelvic examina- 
tion essentially negative, except for relax- 
ed condition of the ligaments. On thyroid 
medication and sacro-iliac support, her 
general condition improved markedly, but 
in December, 1923, at the sixth menstrual 
cycle, without warning she went into labor 
and delivered a child that survived three 
hours. This was her fourteenth abortion. 
For a year her condition was supervised, 
and in December, 1924, she was allowed to 
become pregnant, which she did promptly. 
Beginning in April, 1925, at about the 
fourth month, she was given an ampule of 
corpus luteum intra-muscularly every two 
or three weeks up to July 20, 1925, when 
she was given the last dose. This was just 
prior to her eighth menstrual cycle. She 
was advised to remain very quiet during 
the ninth menstrual cycle—about August 
25—and no extract was used, as we did 
not know the duration of its effect. On 
August 25, with no warning during the day 
she entered vigorous labor at 7:30 P. M., 
was delivered of a living, six-pound girl an 
hour later. The child is still alive and 
well. There have been no further pregnan- 
cies. 

This case is striking in that the patient 
miscarried reguarly under a like type of 
care and attention, until she was given 
regular additions of corpus luteum. She 
then continued in her gestation until the 
injections were stopped, and on the suc- 
ceeding menstrual cycle, the ninth, she de- 
livered a baby that had reached the age of 
viability. 

The second case shows a slightly differ- 
ent angle. 


Mrs. R. C. V., white, age 20, in 1927. 
Gave history of one pregnancy in 1926, 
which ended at the eighth month, the baby 
living only thirty-six hours. Care and 
puerperium normalas far as could be learn- 
ed. Examination shows a short, squat, 
hypo-pituitary type of woman, about eight 
weeks pregnant. No evident pathology. 





She comes asking relief from the cramping 
uterine pains, with slight spotting of 
blood. Given bed rest and one ampule of 
corpus luteum. Symptoms disappeared very 
promptly, but recurred at the third men- 
strual period, and were handled by cor- 
pus luteum alone. At the fourth, fifth and 
sixth menstrual periods she was given cor- 
pus luteum, although the cramping pains 
did not recur after the fourth month. She 
was delivered of a full term, living, seven 
and a half pound girl. 


Here we see the control of the hyper- 
irritability of the uterine muscle by the 
presence of an excess of luteal extract, with 
the removing of pain, and the evidences of 
threatened abortion. 


CONCLUSIONS : 


1. Recurrent spontancous abortions 
have entering into their etiology the factor 
of an early degeneration of the corpus 
luteum with a loss of the luteal hormone, 
and a loss of its control over the pituitary 
hormone, resulting in stimulation of the 
uterine musculature. 


2. Chronic infection, either local as an 
endometritis or a metritis, or focal, as a 
hemolytic streptoccal infection in teeth, 
sinuses, kidneys, results in an hyper-irrit- 
ability of the uterine muscle, which makes 
it more susceptible to slight amounts of 
pituitary excess. 


8. Intra-muscular injection of potent 
corpus luteum, preferably a lipoidal ex- 
tract, about one week prior to the regular 
menstrual cycle, increases the blood con- 
centration of the hormone, and counteracts 
the pituitary hormone. This results in a 
relaxation of uterine contractions, removes 
the pain, and tends to prevent threatened 
abortion. 

216 McCulloch Building. 
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OBSTETRICAL ANESTHESIA AND 
ANALGESIA* 


M. E. SIPPEL, M.D. 
TULSA 


The desirability of pain relief during 
labor is no longer a matter of discussion. 
Severe pain is not essential to childbirth 
and the obstetrician should be able to give 
the maximum relief that is possible with- 
out jeopardizing the safety of either 
mother or infant. The lessening of the 
pain of parturition is of advantage not 
only to the patient, but also is a decided aid 
to the obstetrician in conducing to a safe 
and expeditious delivery. ~ 


Practically every method of anesthesia 
has been applied for the conduct of obstet- 
rics, and after period of experimentation 
the use of any method has become evaluat- 
ed and its limits recognized. Local anes- 
thesia by infiltration of novocaine has been 
used for cesarean section and also for 
normal forceps deliveries. Its field is 
limited, however, and the difficulties of 
administration will restrict it to occasional 
usage, where inhalation anesthetic is con- 
tra indicated. G. Gelhorn in Surgery Gyne- 
cology and Obstetrics of July, 1927, re- 
ports the use of local infiltration of the 
perineal body and levator muscles, for nor- 
mal deliveries, particularly of primipar- 
ous women. He uses preliminary narcosis 
for the first stage, combined with infiltra- 
tion of perineum for the latter part of 
second stage and reports very good results 
from its use. 


F. E. Keller, Philadelphia, reports nine 
cases in which he used local anesthesia for 
cesarean section. He advises its use in 
those instances in which organic di 
contra indicates the use of general anesthe- 
sia. His patients presented either endo- 
carditis, tuberculosis, nephritis, pyelitis, 
hyperthyroidism, or influenza. A prelimi- 
nary medication of morphine 1-6 and sco- 
polamine gr. 1-100 is given one hour be- 
fore operation with 5 per cent novacaine 
used for infiltration. 


The field of usefulness is limited, how- 
ever, to those cases in which an inhalation 
anesthetic is contra indicated. 

Spinal anesthesia also has some advo- 


cates. Cosgrove (S. A. American Journal 
of Obstetrics and Gynecology, December, 
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1927, page 751) holds it of particular value 
in eclamptic patients. Quoting from his 
report: “It decreases arterial tension, low- 
ers intracranial and intraspinal pressure, 
has no effect on the liver and kidneys, and 
by lowering the blood pressure and slow- 
ing the heart rate relieves the overstrained 
myocardium. Spinal anesthesia lessens 
extent of convulsive involvement by block- 
ing. It does not cause cyanosis and has no 
deleterious effect on the fetus.” 


He gives a very good report on the effect 
on blood pressures, and the details of ad- 
ministration and duration. (Fifty-four 
cases—normal forceps and cesarean de- 
liveries). In order to obtain opinions of 
obstetricians in regard to spinal anesthesia 
he addressed over one hundred fifty obstet- 
ricians in regard to their experiences. He 
gives report of their opinions. He con- 
cludes in his summary that it offers the 
same advantages which it does in general 
surgery, namely: complete anesthesia, 
thorough muscular and visceral relaxation, 
in his opinion, in toxemia and eclampsia. 
(75 mg. average dosage—4th lumbar inter- 
space for perineal and 3rd for laparotomy) . 


Astley in American Journal of Obstet- 
rics and Gynecology, January 1927, re- 
ports twelve cases in which cesarean sec- 
tion was performed under spinal anesthe- 
sia. Some obstetricians, however, think 
this method is of danger to the mother. 


The use of infiltration anesthesia reg- 
ional block, caudal infiltration and spinal 
block will be limited to a maternity service 
comprising large number of cases, as the 
obstetrician who has reason to employ it 
only rarely will not become adept in its 
use. 


The use of morphine scopolamine nar- 
cosis which had widespread use ten or 
12 years ago has been largely abandoned on 
account of the high infant mortality. The 
employment of morphine either with or 
without scopolamine during the first stage 
combined with the use of gas oxygen dur- 
ing the second stage is the method applica- 
ble to the greatest number of patients. 


The conduct of labor varies considerably 
more with primiparas than with multi- 
paras. In general it is as follows: With 
a primiparous patient, if labor is definite- 
ly initiated, a hypodermic injection may be 
given of a small dose of morphine gr. 1-6 
or 1-8 with or without the 1-200 gr. of 
scopolamine. This gives the patient con- 
siderable relief between contractions and 
enables her to enter the second stage with 
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much less fatigue, especially if the stage of 
dilatation has been prolonged. After three 
or four hours when the effect of this medi- 
cation has worn off the progress of the 
patient should be determined. If the cer- 
vix is rigid and length not obliterated and 
dilatation beginning, the medication may 
be repeated, especially if a long labor is an- 
ticipated due to posterior position or early 
rupture of membranes. If at this time, 
the cervical effacement is complete with a 
soft cervix and dilatation of about three 
fingers breadth, the patient is moved to the 
delivery room. Usually administration of 
nitrous oxide oxygen can be begun during 
the last half hour of cervical dilatation. 
Many patients complain more bitterly of 
the last dilating pains than of the expul- 
sive stage. An additional advantage of ad- 
ministration at this time is often noticed 
in that the patient welcomes the relief and 
the muscular relaxation aids the cervical 
dilatation. It is often noticed that a rigid 
cervix which has made little progression 
will relax and dilate quickly after the ad- 
ministration of gas is begun. Morphine 


should not be repeated near the close of 
the first stage on account of danger of 
apnea to the infant if delivery occurs with- 


in four hours of its administration. 


Morphine administration near the close 
of the first stage requires considerable 
judgment on the part of the obstetrician. 
It is sometimes noted that an infant de- 
livered one or two hours after morphine 
has been given the mother has spontaneous 
respiration; while other instances four or 
five hours after its administration the in- 
fant may be apneic. Whether the depress- 
ing action of morphine is greater four or 
five hours after administration or whether 
it is due to difference in placental circu- 
lation so that in some instances the infant 
receives greater amount of morphine is 
undertermined. As a general safe measure 
it should not be administered within four 
hours of anticipated delivery. During a 
second stage with gas anesthesia the vol- 
untary expulsive efforts are usually in- 
creased and the duration of the second 
stage is shortened. The patient usually 
relaxes between contraction while during 
the contraction she responds to commands 
that she assist by “bearing down”. This 
requires some judgment on the part of the 
anesthetist as the patient must receive 
enough relief that she will cooperate, but 
not enough to lose her ability to do so. An 
occasional patient may apprec’ate the anal- 
gesia so much that she refuses to cooperate 





by voluntary efforts. These patients are 
rare, however, as with the great majority 
the relief of pain enables them to augment 
the expulsive effort. There is very rarely 
any prolongation of labor with nitrous 
oxide-oxygen analgesia. With the patient 
in analgesic state it should be remembered 
that the sense of hearing is very acute. 
The other senses being dulled, the patient 
remembers often only what she hears 
spoken. For this reason reasonable quiet 
should be maintained, with no comment to 
relatives or loud talking or criticism of 
patient or any unnecessary noise. The 
anesthetist’s or obstetrician’s directions to 
the patient, occasional encouragement is all 
that should be spoken. This, more impor- 
tant than is realized, for even though the 
patient may be apparently oblivious to 
sounds, she remembers what is said, and 
may even misconstrue the meaning and is 
apprehensive about her condition or feels 
that she is not cooperating as well as is 
expected. 


The technique of administering gas oxy- 
gen analgesia is simple although the 
amount required and finer points of tech- 
nique vary considerably for the individual 
patient. Enough gas oxygen should be ad- 
ministered with the onset of the pain to 
give the patient relief. The patient will 
usually notify the anesthetist at the begin- 
ning of the pain or if not the onset can be 
determined by the anesthetist by placing 
the hand on the fundus of the uterus. 
During the perineal stage the anesthetic 
has to be varied, according to the type of 
delivery. If it is spontaneous delivery it is 
administered continuously during delivery 
of the head. If low forceps or episiotomy 
is done either continuous gas oxygen or 
ether is added to the gas if necessary to 
produce light surgical anesthesia. Before 
ligation of the cord a few breaths of oxy- 
gen may be given to the mother with ad- 
vantage to the baby. 


The average duration of gas adminis- 
tration for primiparas is about two hours. 
There is no contra indication to longer ad- 
ministration. In one instance intermittent 
gas oxygen analgesia was administered by 
me eight hours. Davis reports that on 
several occasions he has administered it as 
long as fifteen hours. Either nitrous- 
oxide oxygen or ethylene with oxygen may 
be used. Ethylene being a more power- 
ful agent is useful when the contractions 
are very vigorous. It is administered with 
higher percentage of oxygen, and is better 
for those patients who require so much gas 
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that they may become slightly cyanosed. 
For the average patient, nitrous oxide is 
preferable for analgesia, but may be re- 
placed by ethylene when complete anesthe- 
sia is required. The comment of the pa- 
tient can not be depended upon entirely in 
regard to the relief that she is experienc- 
ing. Often they complain at the close of 
each pain or may be conscious of consider- 
able discomfort between pains. I heard a 
patient comment once that she was given 
gas between pains but no gas during pain. 
What happened, no doubt, was that she re- 
ceived so much relief during contraction 
that the interval of discomfort between 
was the only part that she recalled. Some 
patients remember nothing after the first 
few contractions after gas administration 
has begun. Some remember the onset 
of pain and that they were aiding by vol- 
untary efforts, but had no pain sensation. 


if the woman is a multiparous patient, 
there is rarely any need for preliminary 
medication during the first stage. The in- 
halation of gas oxygen should be begun if 
labor is progressing actively when cervical 
dilatation is from two and a half to three 
fingers. This depends somewhat on the 
activity of contractions, the second stage 
being shorter but usually more vigorous, 
the administration should be begun before 
the end of the first stage. It is of interest 
to note that a multiparous patient who was 
given gas with a previous delivery is most 
insistent on having it with subsequent de- 
liveries. 

OPERATIVE OBSTETRICS 


Nitrous oxide oxygen is applicable for 
all operative deliveries with the exception 
of version. Complete relaxation being 
necessary, either ethylene or ether must be 
used. For high forceps ether must \be 
used, while for low forceps usually gas 
oxygen is all that is necessary . The blades 
may be applied with the patient anesthetiz- 
ed, then she may be allowed to cooperate 
during the contraction as before. Cesar- 
ean section if indicated because of dys- 
tocia, gas oxygen followed by ether is pre- 
ferable. If toxemia or eclampsia is pre- 
sent ethylene oxygen is probably less dam- 
aging to liver and kidneys. 


During the last five years considerable 
interest has been manifested in the rectal 
ether analgesia which was brought before 
the medical public by Gwathmey. In gen- 
eral the administration is as follows: 
After labor is well established the primary 
injection of morphine either 1-6 or 1-4 





with 2 cc. of 50 per cent solution of mag- 
nesium sulphate is given intramuscularly. 
Twenty minutes following this injection a 
second intramuscular injection of 2 cc. of 
50 per cent magnesium sulphate alone is 
given. The ideal time for these injections 
with the primiparas is about two fingers 
dilatation. From two to three hours later 
depending on the patient’s progress and 
distress the rectal administration of ether 
is given. This instillation consists of 
ether in olive oil with 20 gr. quinine and 40 
mimims alcohol. With this method the 
patient usually is drowsy and sleeps be- 
tween pains. It requires close attention 
to the progress of labor. If labor is very 
long the rectal instillation may be repeated 
using 10 gr. quinine instead of 20. Each 
instillation is accompanied with an intra- 
muscular injection of 2 cc. of 50 per cent 
megnesium sulphate. (This technique re- 
ported by Harrar of New York in the 
American Journal of Obstetrics and Gyne- 
cology, April, 1927.) 

The advantages of this method compared 
with administration of gas oxygen may be, 
first it is less expensive to the patient; 
second, it may be administered by the ob- 
stetrician without the services of a skilled 
anesthetist. However, this may be a hard- 
ship on the physician at times. The 
advantages are: first, if labor progresses 
more rapidly than anticipated the baby 
may be rather deeply anesthetized ; second, 
colitis may occasionally follow the admin- 
istration of ether oil by rectum. This 
method has been used very little by physi- 
cians here because of facilities of adminis- 
tering oxygen. In localities in which gas 
oxygen is not available it has been more 
widely used. Harrar reports that in 85 per 
cent of 5.800 cases pain is greatly relieved. 
In 4 per cent no relief, and in about 10 per 
cent only slight relief. Under his direction, 
no doubt, the most careful attention is 
given to details and especial effort is di- 
rected toward securing good results. In 
less skillful hands, the percentage of pa- 
tients experiencing relief would be consid- 
erably less. He states that fetal asphyxia 
was not increased. It would seem that a 
careful tabulation of degrees of asphyxia 
should be made in order to determine 
whether there is definite increase or not. 
Year Book edited by Dr. Lee comments as 
follows: “This is Gwathmey’s method and 
it is not without danger. The babies are 
sometimes asphyxiated and require expert 
treatment, which may not always be at 
hand, if this analgesia becomes general- 
ized. The cervix as the result of overstim- 
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ulation of the uterine action by the quinine 
may tear deeply, which has bad immediate 
and remote sequellae: diarrhea from irri- 
tation of the colon may be bad; irritation 
of the lungs may also occur, and—ether 
is ether, and one must remember its effects 
on the kidneys and liver and blood. The 
editor uses Gwathmey’s method in many, 
but selected cases, and uses only those of 
the drugs recommended as he considers 
indicated by the particular patient.” 


In regard to fetal asphyxia, the means 
of resuscitation should be considered. The 
consensus of opinion is against vigorous 
mechanical efforts. If slight or moderate 
cyanosis is present aspira‘ion of mucus from 
the pharynx and larynx, placing the infant 
on the right side and observing it for a 
few minutes should be done; if the asphy- 
xia is due to circulatory or respiratory 
sluggishness, the child will usually begin 
to breathe spontaneously in three or four 
minutes. If the infant has cerebral hemor- 
rhage excessive or vigorous manipulations 
will do more harm than good; if the child 
is pale with slow heart administration of 
oxygen, with gentle rhythmic compression 
of the ribs will usually stimulate the res- 
piratory movements. The oxygen main- 
tains the cerebral centers and raises the 
blood pressure. Every hospital should 
have some means of administering oxy- 
gen. If gas has been given the mother, 
oxygen is always at hand, facilities are 
immediately available. A small percent- 
age (5%) of carbon dioxide with the oxy- 
gen increases the stimulating effect. 


An interesting article in Journal A.M.A,. 
April 21, 1928, in regard to asphyxia in 
which the author states the physicians and 
hospitals should be as well equipped to 
resuscitate patients from asphyxia as a 
fire department. The equipment is relative- 
ly inexpensive and it is really a discredit 
to the medical profession that the public 
feels that the city fire department is better 
equipped to handle those cases than hos- 
pitals. Pulmotors are considered practi- 
cally useless. 

SUMMARY 


1. Local infiltration, regional block, and 
spinal anesthesia have a place in obstetrics, 
limited to those patients in whom inhala- 
tion anesthetic is contra indicated because 
of organic disease. 


2. Twilight sleep has been abandoned 
because of high infant mortality. 


8. Rectal ether, in combination with 
morphine and magesium sulphate, is being 





used but its application requires expert 
supervision and judgment. Adequate com- 
parison of fetal asphyxia had not been re- 
ported and this method may be considered 
at present to be in the experimental stage. 


4. Gas oxygen alone or in long labors 
preceded by preliminary medication dur- 
ing the first stage is applicable to the 
largest number of normal and operative 
deliveries. The majority of patients ex- 
perience complete relief from pain after 
administration is begun, while the remain- 
ing number receive amelioration of pains. 
Delivery is effected more expeditiously, 
with no deleterious effects on mother or 
child. Cooperation between obstetrician 
and anesthetist is of course essential. 


4. 





SOME HEMORRHAGES OF 
PREGNANCY* 


E. W. Foster, M.D. 
TULSA 


This is a large subject and I do not ex- 
pect to do more than indicate an outline of 
treatment of certain types of these hemor- 
rhages of pregnancy. I will not make any 
attempt at originality, but will simply em- 
phasize certain view points, brought out in 
recent papers. The most dramatic, tragic, 
and to me, the most interesting of the ac- 
cidents of pregnancy are included in this 
subject. 


Rigby, in 1775, first clearly distinguish- 
ed between placenta praevia, which he call- 
ed unavoidable hemorrhage; and prema- 
ture separation of the normal implanted 
placenta, or accidental hemorrhage of 
pregnancy, as he called it. Placenta prae- 
via is the most common of these two con- 
ditions, occurring about once in 250 to 1000 
pregnancies, according to different statis- 
tics. There were 303 placentae previae at 
the Boston Lying-in Hospital from 1895 
to 1926. In the ten years from 1915 to 
1925, there were 151 cases of placenta 
praevia, while in the last ten years there 
were 152 cases of separated placenta, how- 
ever, many of the latter were separated, 
low attached, placentae and were really 
placentae praviae. Thus it is seen, that 
neither condition is so rare that it should 
not be expected and prepared for. 

The differential diagnosis of these two 
conditions, is not difficult, except in the 
case of those separated, low attached, 
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placentae and in these the bleeding usually 
occurs late in labor, when the delivery is 
about complete and when a diagnosis is not 
so important. In the case of placenta prae- 
via, the bleeding is painless, while the chief 
subjective symptom of abruptio placenta is 
severe pain. In the former, the uterus is 
soft and in the latter, board-like. In the 
former, the foetal heart is heard, ordinar- 
ily, the parts palpated; in the latter these 
both disappear. 


A short discussion of causation and 
pathology of placenta praevia, will clarify 
later discussion of treatment. Predispos- 
ing causes are usually, multiparity, chronic 
endometritis, subinvolution, or twin preg- 
nancy. The placenta develops in the zone 
of dilatation of the uterus, hence when the 
early painless uterine contractions begin, 
the sinuses are opened by the upward re- 
tractions of the fibers of the lower uterine 
segment and painless bleeding ensues. This 
zone becomes soft and spongy and is almost 
as easily torn as wet blotting paper. It 
loses its normal ability to contract. The 
more nearly over the os the placenta is 
implanted, the more the lower uterine seg- 
ment is altered. 


Let us keep particularly in mind the 
pathological picture of the cervix, the villi 
grown down into the fibro-muscular tis- 
sues; not separated by a decidua; the tis- 
sues spongy and vascular. This may mean 
placenta accreta. It always demands ut- 
most care in treatment of the cervix at de- 
livery on account of postpartum hemor- 
rhage from failure of contraction or from 
cervical tears, due to the extreme friabil- 
ity. 

Absolute diagnosis of placenta praevia is 
made only by digital examination. The 
initial hemorrhage is usually small and ex- 
cept for examination, may be thought to be 
from a polyp or cervical erosion. At the 
slightest hemorrhage at the latter part of 
pregnancy, the patient should be sent into 
the hospital if possible, or to some place 
where she can be given gas oxygen anes- 
thesia and a thorough examination made, 
with the finger in the cervix. Preparation 
should be made for immediate delivery. 
Often the examination results in hemor- 
rhage which is much more severe than the 
initial one and preparation to cope with 
this should also be made. It was not un- 
common a few years ago, to see a patient 
come into a hospital, moribund from a 
hemorrhage following an examination at 
home. Sheets and table linen were fre- 
quently found stuffed into the vagina and 





the outlook for an afebrile convalescence 
was not good. The classification of pla- 
centa praevia, which I wish to use in the 
discussion, is central, in which the placenta 
covers the os, partial, and marginal; in 
which the placenta reaches just to the in- 
ternal os. 


In discussing the treatment of placenta 
praevia, I should like to follow the evolu- 
tion of treatment as practiced at the Bos- 
ton Lying In Hospital, from 1895 on, as 
reported in two papers by Kellog. From 
1895 to 1915, maternal mortality of all 
cases was 20 per cent. In 1908, J. Whit- 
ridge Williams had advocated the conserva- 
tive treatment of placenta praevia, that is, 
Braxton Hicks’ version, or the use of the 
colpeurynter, or bag. Manual, or instru- 
mental dilatation and extraction had pre- 
viously been the established treatment. 
From 1915 to 1920, in which time the con- 
servative treatment had been used at the 
Boston Lying In Hospital in 57 per cent of 
cases, the mortality fell to 5 per cent; 19 
per cent in complete praviaes and 0 per 


. cent in partial and marginal cases; the in- 


fant mortality, remaining about the same, 
that is, about 48 per cent. From 1910 to 
1915 the mortality in complete praevia had 
been 36 per cent, that of incomplete prae- 
via, 18 per cent. The mortality of those 
cases delivered by dilatation and extrac- 
tion, was 80 per cent and 100 per cent 
respectively for the five-year periods. Part 
of this marked improvement in statistics 
was probably due to the fact that praevias 
were more promptly delivered before the 
patient had a chance to be bled out. Also, 
the cases were sent in more early to the 
hospital. In 1921, Kellog predicted that 
with increased use of conservative treat- 
ment, the mortality of 6 per cent would be 
bettered in the following five years. How- 
ever, in 1926, he found that it had risen to 
10 1-2 per cent for all cases of praevia and 
from 18 to 26 per cent in complete placenta 
praevia. The foetal mortality had risen 
from 48 to 54 per cent. Analysis of the 
deaths at this time revealed the cause of 
the majority to be postpartum hemorrhage 
and concealed rupture of the uterus at the 
placental site. Certain cases delivered 
from below were bound to rupture and 
bleed at the placental site, due to the pres- 
ence of placenta accreta and to the failure 
to contract at the lower uterine segment. 


In analysis of the 45 deaths from 303 
cases (the total number of placentae prae- 
viae since 1895), Kellog thought 15 to be 
ruptured uterus, and six undoubtedly were 
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ruptured uterus. Fifteen others were from 
hemorrhage and shock. In other words, a 
large majority died from hemorrhage and 
ruptured uterus, or both. The maternal 
mortality, with complete praevias, was 25 
per cent with conservative treatment; far 
above the average mortality of cesarean 
section. Therefore, the conclusion was in- 
evitable that complete placenta praevia 
should be delivered from above. At ces- 
arean the bleeding can be seen and handled 
by suture or packing, or if necessary, a 
Porro hysterectomy can be done. In de- 
livery from below, even with bag or ver- 
sion, the cervix may not be completely di- 
lated, and the last bit of dilatation neces- 
sary may result in tears. This is avoided 
by delivery from above, and too, postpar- 
tum hemorrhage is much more rare after 
cesarean. To obtain good results, how- 
ever, cesarean must be limited to patients 
in good condition, or who can be put in 
good condition by transfusion. The baby 
should be viable. There is one exception 


to this last statement, however. If a case 
has been examined under doubtful circum- 
stances and perhaps packed, when infec- 
tion is likely, hysterectomy is indicated. 
Dr. Irving recently published a series of 
57 cases of placenta praevia delivered by 


him or under his direction with two mater- 
nal deaths ; both of these were from sepsis; 
both cases had vaginal examinations done 
outside the hospital. He believes he couid 
have saved both, by hysterectomies. A 
Porro seems thus to be indicated, whether 
the baby is viable, or not, in potentially in- 
fected cases. A great many other factors 
enter into this question of treatment of 
placenta praevia by cesarean; such as age 
of the patient and rigidity of the cervix. 
As to the type of cesarean done, that de- 
pends on the operator. The low cesarean 
gives better exposure of the bleeding area 
and suture and packing may be more easily 
done; but this is balanced by the fact that 
the incision is liable to be over the placen- 
tal site and thus hemorrhage profuse. 





| 


_As to the treatment of partial and mar- | 
ginal types the bag and Braxton Hicks’ | 
version have given good results. The sim- | 


plest and therefore the best of these two 
methods for general use is the bag. The 
personal experience of the operator enters 
in here and the Braxton Hicks’ version in 
the hands of experts, as for example, Dr. 
Irving, has given almost perfect results. 
It is a simple procedure to place a bag 
through the cervix. The best type is the 
largest size non-elastic, Voorhees bag. It 
is best placed intraovularly since then the 





bag presses directly on the bleeding area. 
Also rupture of the membranes starts up 
labor the sooner. If weight is needed to 
stop the hemorrhage, only the smallest 
amount necessary should be attached, usu- 
ally two pounds or less. Labor usually 
comes on rapidly and is not hurried until 
the bag is expelled, when immediate ver- 
sion and extraction is done to prevent 
bleeding behind the bag after delivery. 


If bleeding persists, pack first, and if 
this fails, a Porro is in order. If a Brax- 
ton Hicks’ version is done, only the slight- 
est traction on the leg is allowable, for 
fear of damage to the cervix. 


In a few cases of marginal placenta 
praevia, the use of pituitrin may have a 
place. The membranes are ruptured, the 
head allowed to descend and act as a tam- 
pon. After labor intervenes, extreme care 
must be taken to not give too much pitui- 
trin. Many normal cervices have been 
widely torn by pituitrin. Even in inducing 
labor, doses of one to two minims repeated 
if necessary, are sufficient. 


To recapitulate in the treatment of pla- 
centae praevia, the patient should be 
brought to the hospital early before being 
bled out. Examination should be made 
under circumstances suitable for aseptic 
termination of labor. Hemorrhage is 
avoided by early treatment and slow de- 
livery, respecting the cervix. Hemorrhage 
is treated by infusion, but particularly by 
transfusion. Every bleeding case should 
be grouped immediately at entrance to the 
hospital. Transfusion is the greatest ad- 
junct in treatment in these cases. 


One of the most striking clinical pictures 
in medicine, isthatof premature separation 
of the placenta or utero-placental apo- 
plexy. There is sudden onset of excruciat- 
ing abdominal pain, during the later part 
of pregnancy, the patient cries out, she 
feels increased activity of the foetus for a 
few minutes, then she feels all motion 
cease. There may be a small amount of 
vaginal bleeding, or none. She enters the 
hospital in extreme shock, in a cold clammy 
perspiration, her lips blue, her skin pale, 
heart rapid and pulse feeble. At examina- 
tion the abdomen is found to be tender, the 
uterus hard, never relaxing, the foetal 
heart not heard. At vaginal examination 
no placenta is felt through the cervix. 


Muus of Copenhagen, in 1905, first 
wrote that accidental hemorrhages were 
a manifestation of the toxemias of preg- 
nancy, and called attention to the frequent 
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association of eclampsia. Couvelaire, in 
1911, first described the histological find- 
ings in the uterine wall, These consisted 
of subserous ecchymoses, and hemorrhagic 
infiltration of the myometrium. Essen- 
moeller in 1913, emphasized the important 
cennection between the toxemias of preg- 
ancy, eclampsia and premature separation 
of the placenta. He also mentioned the 
traumatic types. 


That the traumatic cases are exception- 
al, was brought out by Willson, who found 
toxemia present in 87.7 per cent of his 
cases. An interesting case of traumatic 
origin, was recently reported by Greenhill. 
A para 9, had started in labor and was on 
the way to the hospital when her car collid- 
ed with another. She fainted and went 
into shock. At entrace to the hospital, her 
blood pressure was 100, pulse 104. There 
was a serous discharge from the vagina. 
The abdomen was distended and tense. The 
foetal heart or parts, were not made out. 
At operation the uterus showed hemor- 
rhage into the myometrium and into the 
left broad ligament. The placenta was free, 
the uterus full of blood. A hysterectomy 
was done on account of the flabby uterus. 
She recovered and was discharged in 
twenty-one days. 


Out of Willson’s 69 collected cases re- 
portedin 1922, the urine was reported in 57 
and of these 87.7 per cent had albuminuria. 
The average systolic pressure was 182. 
There was edema in 12 cases, headaches in 
seven, eye disturbances in six and eclampsia 
in six. In other words, utero placental ap- 
oplexy is but rarely due to a mechanical 
cause. The whole picture is that of tox- 
emia, either chronic or fulminating. In the 
few autopsies that have been done in these 
cases, the placenta appears practically 
normal. There is the characteristic hem- 
orrhagic process in the uterus, broad liga- 
ments and ovaries; there may be central 
necrosis of the lobules of the liver, hemor- 
rhages in liver and kidneys, serous or 
bloody infusion in the peritoneum. 


The incidence of premature separation 
of the placenta increases from the fifth 
month to term. In Willson’s cases, mater- 
nal mortality was 55 per cent, foetal 9214 
per cent. In those cases in which hysterec- 
tomy was done, the mortality was 47.6 per 
cent, those delivered by conservative ces- 
arean, 19 per cent. All those delivered 
from below, died of postpartum hemor- 
rhage. Therefore, the best hope of recov- 
ery seems to be from delivery by conserva- 
tive cesarean. 





Kellog, Eades and Weller, recently re- 
ported the cases from the Boston Lying In 
Hospital and further strengthened the re- 
lationship between premature separation 
of the placenta and the toxemias of preg- 
ancy. There were 165 cases indexed as 
separated placentae in the last ten years. 
Sixty of these belong to the toxic chronic 
nephritic group, the others were low at- 
tached placentae, or else were traumatic 
in origin. Of the toxemic cases 29 cases 
were studied. Of these five had almost 
complete anuria, three of these died, two 
recovered. Five had eclampsia before the 
placental separation, twelve cases had a 
history of marked toxemia, eight cases 
were known toxemias, without convul- 
sions, in which the placenta separated just 
as the signs and symptoms of toxemia had 
abated. 


The case which recently aroused our in- 
terest in this condition was a primipara, 
aged 40, who had had a systolic blood 
pressure of 160, which fell after hospital 
treatment, but remained high. The pla- 
centa separated with characteristic symp- 
toms at about the seventh month. A con- 
servative cesarean section was done im- 
mediately after entry to the hospital; the 
patient being in good condition. At the 
time of operation there were found four 


‘cubic centimeters of urine in the bladder. 


The first 24 hours, post operative, there 
were four drops of urine secreted. The 
second 24, 45 cubic centimeters and the 
third 24, 135 cubic centimeters. Twenty- 
five percent glucose was given intraven- 
ously to start up the kidneys, and a total 
of over six liters of fluid given the first 
day, and over nine liters the second, by all 
channels. The blood chemistry figures 
arose for eight days, then slowly fell after 
the urinary secretion became well estab- 
lished. Here was a case which lost little 
blood at operation, but almost died subse- 
quently from anuria. This patient was ul- 
timately discharged, obstetrically well. 


Kellog emphasizes the fact that fluids 
should be forced in these cases, by vein, 
skin, and mouth, with glucose infusions 
and transfusions in spite of massive edema 
and elevated blood pressure. The high 
blood pressureisa protective mechanism of 
which over reduction may result in anuria. 

The ideal treatment in these cases, I be- 
lieve, is illustrated in a case which came in 
to the Boston Lying In Hospital, shortly 
after the one just mentioned and whose 
course was much less stormy. She was a 
para twelve and had no toxemic symptoms 
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when seen in the prenatal clinic. Fulminat- 
ing toxemic symptoms intravened when 
near term and the placenta separated at 
home. She was seen almost immediately 
by the intern who commandeered a taxicab 
and brought her to the hospital. She pre- 
sented the typical signs, a ligneus uterus 
and obliterated foetal parts. Shock was 
extreme. Immediately direct blood group- 
ing was done, 500 cubic centimeters of 
citrated blood was transfused. At classi- 
cal cesarean, the uterus was found full of 
blood, the foetus dead. The uterus acted 
well, and was not removed. After operation 
her condition was still shaky and another 
transfusion was done. Her postoperative 
course from this on, was uneventful, and 
she was discharged at about the usual 
time, for operative cases. Toxemic symp- 
toms and edema rapidly disappeared. 


On account of the fact that the uterus 
may not act well, cesarean section is im- 
perative in these cases. Sometimes, how- 
ever, even when there is considerable hem- 
orhage into the uterine musculature con- 
traction is good and the uterus can be left 
in. Pituitrin and ergot injected directly 
into the uterus, aid this contraction. When 
the uterus does not react well and when 
hemorrhage into the musculature, ovaries 
and broad ligament is extensive, a Porro is 
necessary. The sooner treatment is in- 
stituted, the better ; both because of hemor- 
rhage and shock, and because of kidney 
damage. Early surgery does not guaran- 
tee freedom from suppression of urine 
however. If a patient was seen almost 
fully dilated with slight shock and bleed- 
ing, delivery from below would seem to be 
desirable, but in Willson’s series there 
seems to be none of these cases since al] 
those delivered from below, died. 


A high foetal mortality is inevitable in 
premature separation of the placenta, but 
the maternal mortality of 55 per cent will 
undoubtedly be much better by early radi- 
cal treatment. The problem in placenta 
praevia as well as premature separation, 
is to get the patient in shape for operative 
treatment; or to initiate treatment, while 
her condition is still good. One indispen- 
sable adjunct to the treatment, is trans- 
fusion. Transfusion has formerly been too 
frequently postponed until the patient is 
too far gone to receive its greatest bene- 
fits. A moribund patient is extremely dif- 
ficult to transfuse, sometimes on account 
of the colapse of the veins, whereas, trans- 
fusion ordinarily, is a simple procedure. 
The time to transfuse is early and often, 





until the patient is brought to a point 
where she can maintain her own blood pres- 
sure. Salt solution and glucose can do a 
great deal of good, but their effect is tran- 
sitory. Glucose solution with or without 
insulin is particularly efficacious in shock. 
Transfusion is a preventative of further 
disaster in bleeding cases as well as an in- 
dispensable immediate life saving maneu- 
ver. Many of the cases of septicemia, 
postpartum retention of urine and cystitis 
occur in patients too anaemic to withstand 
infection. Transfusion is excellent treat- 
ment for sepsis, but it is better still as a 
prophylatic against sepsis. 

As to the method of transfusion to be 
used, the most certain method is the best 
in these emergency cases. Direct trans- 
fusion gives excellent results and fewer 
reactions than the ordinary citrate meth- 
ods. The Unger method of direct trans- 
fusion is a simple and sure method and is 
adaptable to emergeny work. 


Dr. Hartman of Detroit, has invented a 
method of citrate transfusion which is sim- 
ple and which has given fewer reactions 
even than the Unger method. The blood 
and citrate solution are mixed in the needle 
and small clots are less apt to form in the 
tubing. The ordinary citrate method has 
given excellent results at the Boston Lying 
In Hospital. The method of choice there- 
fore, seems to rest with the individual 
operator. All bleeding and toxemic cases 
should be immediately grouped at entrance 
to the hospital and a Donor obtained. Di- 
rect grouping is necessary and no more 
complicated than grouping wtih s=2ra. 


SUMMARY 


(a) Marginal and some partial placen- 
tae are best treated by conservative meth- 
ods, i.e., by Voorhees bag in most cases, or 
by Braxton Hicks’ version. Central and 
some marginal praeviae in which the pa- 
tients are in good shape, are best treated 
by cesarean se:tion. Patients should be 
transfused until conditions warrant opera- 
tion. In potentially infected cases hys- 
terectomy is the treatment of choice. Stop 
bleeding, respect the cervix, and transfuse. 


(b) Premature separation of the pla- 
centa is best treated by early cesarean, 
without hysterectomy, if possible. Porros 
should be done in potentially infected 
cases, transfusion is indicated in most 
cases. Accompanying anaemia should be 
particularly noted and treated by glucose 
intravenously and fluids forced by all 
channels. 


Ee 
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Discussion, DR. E. P. ALLEN, Oklahoma 

City. 

Dr. Foster’s paper shows he has spent 
considerable time and thought in its pre- 
paration. It also shows that he is keeping 
up with the recommendations of his pro- 
fession. If more of us would dig into the 
literature ; watch the journals, hospital re- 
ports, etc., I am sure that our mistakes and 
blunders would be minimized. Obstetrics, 
like all other branches of medicine and 
surgery, seem to change from the radical 
to the conservative and then back to the 
radical again, etc. I can only discuss some 
of the points brought out by Dr. Foster, 
most of which I agree with, yet, as he sug- 
gested, each case must be individualized 
and studied from its own particular phase. 
Ordinarily, I have always hesitated to do a 
cesarean section on a woman who had had 
babies normally, even though she might 
present symptoms of a placenta praevia 
or an abruptio placenta. I have had ex- 
cellent success in the use of the large Voor- 
hees bag that the doctor mentioned, to- 
gether with very close observation, and by 
the use of version. Fortunately, my cases 
of placenta praevia have not been of a 
severe type. I can see very easily why, in 
a primapara, a cesarean section should 
be recommended, and in a case where one 
feels that a cesarean section will probably 
be indicated, I would hesitate to recom- 
mend a vaginal examination under anaes- 
thesia for the purpose of a diagnosis. We 
know that from 70 to 90 per cent of all 
painless hemorrhages in the last trimester 
of pregnancy are due to placenta praevia, 
therefore, if the loss of blood is sufficient, 
I think one would be justified in advising 
an operation without any manipulation 





from below. Sometimes the most gentle 
examination, even with the gloved finger, 
will start a hemorrhage that is hard to 
control, and for this reason, I believe one 
would be justified in making his diagnosis 
from the history, external examination, 
subjective and objective symptoms. 


The differential diagnosis of placenta 
praevia and abruptio placenta was clearly 
brought out by the essayist—-that is: 


1. In placenta praevia there is no pain. 
In abruptio placenta there is usually 
acute, distressing pain at the placen- 
tal site. 

. In placenta praevia there is no rigid- 
ity of muscle. In abruptio placenta 
the muscles rapidly become tense. 


. In placenta praevia the foetal parts 
can be felt and the foetal heart heard. 
In abruptio placenta the foetal parts 
cannot be felt and the foetus is usu- 
ally dead. 


. In placenta praevia the shock is either 
absent or comes on slowly while in 
abruptio placenta the shock is sudden 
and often severe. 


. In placenta praevia there is no in- 
crease in the size of the uterus. In 
abruptio placenta one can distinguish 
a rather rapid increase in the size of 
the uterus by the use of a tape. 


. In placenta praevia there is always 
external bleeding ; usually bright, red 
blood. In abruptio placenta there 
may or may not be external bleeding, 
and it is usually darker and often 
clotted. 


. In placenta praevia one can often 
locate the placenta in the lower seg- 
ment of the uterus by the use of a ste- 
thescope. In abruptio placenta this 
cannot be done. 


I agree with Dr. Foster in his observa- 
tions that in the majority of cases of ab- 
ruptio placenta there is also toxemia, high 
blood pressure, albuminuria, etc., and if we 
consider the fact that women with any 
marked degree of toxemia are poor surgi- 
cal risks, then here again we had better 
hesitate in doing so radical procedure as a 
cesarean section plus removal of the 
uterus (Poro). I have treated my cases, 
and especially multiparas, by the use of 
the bag or better still, a thorough packing 
of the cervix and lower segment of the 
uterus ; a tight abdominal binder as recom- 
mended by DeLee in one of his older books 
and pituitrin. 





224 JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 





Again the doctor mentions that the mor- 
tality in cesarean section is much lower 
than that of placenta praevia and draws 
the conclusion from this that cesarean 
section is indicated in most cases of pla- 
centa praevia. I wonder if the previous 
loss of blood plus the weakened condition 
of these does not increase his mortality 
very much more than in ordinary cases of 
cesarean section. If we are going to de- 
pend on transfusion and other intravenous 
medication then I think we should follow 
LeDee’s suggestion and have two forces at 
work, one giving the transfusion while the 
other is doing the operative procedure. 


nfl hen 
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PREVENTIVE OBSTETRICS AND 
PEDIATRICS* 





RICHARD ARTHUR BOLT, M.D., DR. P.H. 
Assistant Professor of Child Hygiene, 
University of California 


BERKELEY, CALIFORNIA 
It is a real privilege to address this sec- 


tion of the Oklahoma State Medical Asso- 
ciation upon a subject which is now com- 


manding the thoughtful attention of pro- 
gressive members of our profession 
throughout the whole country. It is pecul- 
iarly appropriate to discuss this subje:t 
in a State where pioneer virtues still pre- 
vail and the medical profession maintain 
an open-mindedness and candor highly 


commendable. Having been born and 
raised in the middle West I intend to speak 
a language all can understand and “to 
paint the thing as we see it for the god of 
things as they are.” 


In the first place I want to congratulate 
Oklahoma upon its entrance into the Birth 
and Death Registration areas of the United 
States. This in itself is a decided step 
forward in the program of preventive 
obstetrics and pediatrics. Without com- 
plete and accurate statistics of births and 
deaths it is impossible for us to tell 
whether or not we are making any impres- 
sion upon the maternal and infant mortal- 
ity within the borders of the State. The 
figures compiled by the Oklahoma State 
Bureau of Vital Statistics for the year 1927 
reveal that of the 3,265 babies who died 
under one year of age, 1,766, or 54 per 
cent, lost their lives in the first month. In 
addition there were 1,467 still births. In 
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round numbers 1,500 infants died from: 
prematurity and injuries sustained at 
birth. One thousand children under two 
years of age died from diarrhoeas of in- 
fancy, a cause which is steadily assuming 
less and less importance in many parts of 
the country. Broncho-pneumonia took a 
toll of almost 900 infants and young child- 
ren. These and other figures which might 
be quoted challenge the best efforts of pre- 
ventive obstetrics and pediatrics. 


I must confess at the outset that I am far 
more interested in the normal, healthy 
mother and weil, active baby than I am in 
the “diseases of women and children.” 
While all recognize the importance of path- 
ology as a foundation szience in medicine 
we must agree that modern medicine has 
reached its highest goal only when it has 
become preventive and thoroughly inte- 
grated itself with the pubiic health and 
community welfare. Whatever may be our 
theoretical concepts of the social order we 
must admit that the physician derives a 
large share of his education and experience 
from the community and in turn is guaran- 
teed certain privileges and immunities on 
account of the service he renders. His 
work is largely with the individual, and 
will always remain so, but he must realize 
that modern society is very complex and 
many forces play upon the individual to 
stabilize or upset the health equilibrium. 
The practice of medicine implies the pre- 
vention of disease as well as its cure or 
amelioration. It should assume the larger 
responsibility of joining hands with other 
community resources to conserve and pro- 
mote public health. Technical medical 
skill is called upon to cooperate with many 
other social agencies to advance commun.-- 
ity life. We have seen the vision. Have 
we courage and conviction to grasp the 
opportunities of preventive medicine? 


It is to the credit of pediatrics and obs- 
tetrics that they have been pioneers in the 
field of preventive medicine. From the 
very first pediatrics as a specialty in med- 
icine stressed theimportance of the hygiene 
of infancy. The growth and development 
of the child have been of the greatest con- 
cern to the pediatrist. When departments 
of pediatrics were organized in our medi- 
cal schools the need was soon felt for some 
form of community organization where 
medical students could come into first 
hand touch with the normal feeding and 
care of: children. The infant welfare cen- 
ter was the first answer to this demand. 
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Thorough instruction in clinical pediatrics 
was coupled with practical experience in 
babies’ dispensaries and well baby con- 
ferences. The mothers soon realized the 
importance of this work and called upon 
their physicians for advice as to normal 
feeding and prophylaxia against commu- 
nicable diseases. At the present time our 
leading medical s_hools make prov’s‘ons for 
comprehensive training in preventive pe- 
diatrics and obstetrics, and are offering 
well planned postgraduate and extension 
courses along these lines. Such courses 
stress : 


1. Familiarity with the general methods 
of all social agencies in the communi- 
ty working for the welfare of the 
mother and child. 

. An intimate knowledge of the causes 
of maternal and infant mortality with 
the most approved methods for their 
prevention—infant hygiene and in- 
fant feeding. 

. A thorough knowledge of the techni- 
cal procedures in obstetrics and ped- 
iatrics with experience in a maternity 
hospital, out-patient service and well 
babies’ conferences. 


. The importance of prenatal care, ad- 
equate assistance at time of delivery 
and proper follow-up by trained pub- 
lic health nurses. 

. Cooperation between the medical pro- 
fession and the public health author- 
ities. 


Preventive pediatrics and obstetrics de- 
pend upon three main factors for their suc- 
cessful application: (1) Education of the 
parents to make proper choice of a physi- 
cian and consult him early and regularly 
for the routine examinations and hygienic 
advice; (2) Training of the medical pro- 
fession to appreciate the necessity or de 
sirability of detecting early departures 
from the normal and of instituting suitable 
prophylactic measures, and (3) Modern 
public health organization to assist the 
physician in keeping in closer touch with 
his patients and in utilizing all those com- 
munity resources which prevent disease 
and promote health. 


The public during the last decade has 
received an enormous amount of popular 
instruction along the lines of health edu- 
cation, some of it mere propaganda, but 
a saving fraction having to do with the 
things which actually make for health. One 
may say that the whole country has been 
“tuned in” with the health program. De- 





mands are coming upon the medical pro- 
fession and public health authorities which 
in many places cannot be met on account 
of inadequate organization and lack of un- 
derstanding among the medical profession 
itself. In newspapers, magazines, and 
publications of state and national health 
organizations the public are being told that 
certain diseases are preventable; that it is 
possible to reduce maternal mortality by 
prenatal care and skilled obstetrics; that 
the infant mortality rate can be cut in half 
by better feeding methods and care of the 
mother during confinement. Many indi- 
viduals and organizations are attempting 
to capitalize this popular wave of health 
enthusiasm. The obstetrician and pedi- 
atrist who appreciate the importance of 
preventive medicine and have had the 
training and experience to give the best 
advice should be the ones to lead in this 
modern movement for health education. 
The best child welfare literature stresses 
the importance of the mother early con- 
sulting a physician for hygienic advice and 
guidance both for herself and her child. 
How will the physician interested in obs- 
tetrics and pediatrics meet this widespread 
demand? Will he give the impression that 
he is not interested in normal, well babies 
and in mothers seeking prenatal care or 
will be accept the responsibility for pre- 
vention and take the time and patience to 
carry out thorough, periodic examinations 
of the apparently well in order to detect 
the simple deviations from normal at a 
time when much can be done to correct 
them and thus prevent more serious condi- 
tions from arising? 


While the day of the specialist is at hand 
we must not overlook the fact that the gen- 
eral practitioner is still doing the largest 
amount of obstetrics and pediatrics. This 
is especially so in the rural sections of the 
United States. Obstetrics and pediatrics 
as specialties will continue to grow in im- 
portance and the technics developed by 
them will be of the greatest importance in 
assisting the general practitioner. The 
opportunities for a wide application of pre- 
ventive measures, however, will continue 
to rest with those who come into first hand 
contact with the families. The profession 
of medicine should welcome these oppor- 
tunities. The measures to be applied are 
not complex and occult but very simple 
when once the first principles of preventive 
obstetrics and pediatrics are understood. 
For the adequate care of the prospective 
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mother the following preventive methods 
may be considered the minimum: 


1. All pregnant women should be en- 
couraged to place themselves under compe- 
tent medical care as early as possible. 


2. A careful, detailed routine examina- 
tion should be given every prospective 
mother early in pregnancy and she should 
be kept under medical supervision through- 
out her entire pregnancy. 

3. Simple, detailed, prenatal advice 
should go hand in hand with the prenatal 
care. 

4. Acareful, well kept pregnancy record 
should be followed by the physician. 

5. In addition to the routine physical ex- 
amination especial attention should be 
given the pelvic measurements. 


6. The physician should consider it his 
duty to see the patient regularly, take a 
blood pressure reading, make a urine ex- 
amination and record the pulse, tempera- 
ture and weight at each visit. A Wasser- 
mann test is very desirable, even if no sus- 
picion of specific disease arises. 

7. It should be remembered that no 
amount of prenatal care, however, excel- 
lent, can forstall a serious outcome if the 
physician does not exercise good diagnostic 
ability, good judgment, technical skill, and 
refrain from bizarre methods of delivery 
and radical procedures at the time of de- 
livery. There is no question that unneces- 
sary haste and the decided trend towards 
operative obstetrics are largely responsible 
for the continued high maternal and neo- 
natal mortality. A clear indication should 
always be present before any operative 
procedure is employed. 

8. Every woman should receive a 
thorough examination a month or six 
weeks after delivery. 


9. The public health nurse and compe- 
tent bedside care may be looked upon as 
essentials for the practice of preventive 
obstetrics. 


_ The preventive measures to be employed 
in preventive pediatrics are even more 
simple than those enumerated for obste- 
trics. They include the following: 

1. The use of community facilities to 
bring the children in touch with a phy- 
sician for a complete, routine physical ex- 
amination. 

2. Complete records of the findings of 


physical examination and encouragement 
of mother by the physician and public 





health nurse to carry out recommenda- 
tions. 

3. General hygienic advice as to feeding, 
clothing, sunning, etc. 

4. Simplified methods of infant feeding 
to be specifically outlined by the physician 
and followed up in the home by the public 
health nurse. 

5. Provisions for immunization in those 
diseases for which we have exact methods, 
as in smallpox and diphtheria. 

6. The use of vital statistics by physi- 
cian to check on the success of his endeav- 
ors. 


It is evident that the public demand for 
preventive obstetrics and pediatrics is 
rapidly increasing. It is also true that 
more and more physicians are qualifying 
themselves to meet this demand. But 
society is so highly organized at present 
and so many factors in community life 
enter into the problem that the physician 
by himself cannot do everything he knows 
to be desirable without the assistance of 
organized public health methods. He is 
led to cooperate with the public health 
agencies in his community to secure opti- 
mum results. The local health authorities 
should therefore offer the following: 


1. Education of the public to demand 
better obstetrics and pediatric care. 

2. Complete and accurate birth and 
death records and a compilation of the 
same which will be of assistance to the 
practicing physicians. 

3. A follow up of all maternal and neo- 
natal deaths with determination of exact 
cause. 

4. Facilities for public health nursing 
and a follow up of cases. 

5. In the more highly organized com- 
munities the establishment of prenatal and 
infant welfare centers. 

6. Laboratory facilites for diagnosis and 
preparation and distribution of immuniz- 
ing sera. . 

When the public, the health authorities 
and the physicians practicing preventive 
obstetrics and pediatrics are thus drawn 
into closer cooperative relationships we 
may expect a marked reduction in the ma- 
ternal and infant death rates. The com- 
munity will be greatly benefited and the 
physicians will enjoy the satisfaction of 
having made their contribution in preven. - 
tive obstetrics and pediatrics. 
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THE FUTURE OF OBSTETRICS IN 
OKLAHOMA—REPORTING 
PROGRESS* 


LUCILE SPIRE BLACHLY, M.D. 
OKLAHOMA CITY 


In 1925, after one year’s experience as 
director of the Bureau of Maternity and 
Infancy, I had the honor of presenting a 
paper before the Obstetric and Pediatric 
section entitled “Rural Obstetrics and 
Pediatrics in Oklahoma.” One year later 
I read a paper on “Maternal and Infant 
Mortality.” In the first I could do little 
more than report the facts concerning the 
inadequacy of all factors commonly con- 
sidered necessary to the successful prose- 
cution of a maternity and infancy pro- 
gram; and in the second I went more into 
detail concerning the lack of one of these 
essentials, namely, the inadequacy of reli- 
able vital statistics. 


OKLAHOMA REACHES THE GOAL 


Today, three years after my first ap- 
pearance, I am happy to announce that at 
least the most fundamental of these defi- 
ciencies has been rectified: Oklahoma is 


now in both the birth and death registra- 
tion areas. Word was wired to the Com- 
missioner of Health to this effect only last 
month. 


Those of you who were present in 1925 
will recall that we recognized our problem 
to be to devise ways and means to insure 
the best obstetric and pediatric care pos- 
sible to each mother under the existing 
conditions. Since we had no health cen- 
ters, no clinics, no maternity and pediatric 
wards, no lying-in or children’s hospitals, 
no public health nurses aside from our 
small group of five, no unofficial health 
organizations interested in the mother and 
child, our method of procedure was sim- 
plicity itself. We must rely wholly upon 
the medical profession, the general practi- 
tioner particularly. It we could build up 
a finer spirit of cooperation between the 
medical profession and the public we felt 
hopeful of eventual success. 


In that first paper we listed somewhat 
in detail the activities we had carried on 
during the preceding year and those we 
hoped to carry on in the future. Briefly 
these included a comprehensive set of pre 
and postnatal letters with a liberal supply 
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of state and federal pamphlets. It also in- 
cluded exhibits, group demonstrations, 
public health talks, child health confer- 
ences, surveys, campaigns, motion pic- 
tures, organized classes, et cetera. 


REPORT OF ACTIVITIES 


Today I desire to report officially, and 
for the first time to the medical profession, 
the scope of these activities; to comment 
upon the relative merits of some of them 
and to point out certain future possibili- 
ties. 


From April 1, 1924, to December 30, 
1927, the pre and postnatal letter service 
had been utilized directly by 30,587 
mothers; 10,539 infants and pre-school 
children had been examined; 1,498 home 
visits made; approximately 16,062 individ- 
ual conferences with mothers held; 198 
state and county fairs attended, and a 
total of 178 classes conducted for mothers 
or potential mothers. These classes covered 
84 in the public schools, 29 in the Indian 
boarding schools, 28 for mothers and 37 
for teachers in training. By this means 
2,130 girls in the public schools, 358 in the 
boarding schools, 346 mothers and 1,356 
teachers in training were given more or 
less comprehensive courses in prenatal, in- 
fant and child care. In addition to this 
the Bureau of Maternity and Infancy as- 
sisted the State University Extension De- 
partment in 39 courses in post-graduate 
pediatrics; and in 7 in internal medicine; 
and in turn was assisted by this depart- 
ment in 13 brief courses in post-graduate 
obstetrics. 


In addition to providing an instructor 
in obstetrics, the Bureau of Maternity and 
Infancy has brought into the state eight 
nationally known specialists in pediatrics 
and public health for from one to several 
addresses and for the examination of in- 
fants and pre-school children at two con- 
secutive “baby rodeos”. 


The five state nurses have addressed 
137,726 persons in 3142 talks; and the 
director, 19,832 persons, in 256 talks. In 
addition to these talks, many of which 
dealt in some degree with vital statistics, 
the Bureau of Maternity and Infancy paid 
the salaries of two vital statistics clerks 
for approximately 18 months each; all the 
salary of a full time field worker in vital 
statistics for 18 months, devoted approxi- 
mately the full time of three of the state 
nurses for three months each in a final 
intensive birth and death survey ; financed 
and directed fifty-five special rural repre- 
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sentatives at a cost of about $500.00 to 
conduct a baby census in the rural districts 
in 1927; and brought to the state two 
special workers from the Children’s Bureau 
in the final spurt which resulted in the 
admittance of our state to both the birth 
and death registration areas. About one- 
third of the salary of each of five of the 
county unit nurses is annually met by the 
Bureau of Maternity and Infancy. 


RELATIVE MERITS OF THE VARIOUS 
ACTIVITIES 


Unfortunately insufficient time has 
elapsed to permit a dependable perspective 
as to the relative merits of these various 
activities: neither have we as a people de- 
cided upon our objectives. Is it a “well 
begotten brood” we are working toward, or 
merely the prolongation of human life? 
Do we have in mind sound, safe, substan- 
tial home life inspired and stabilized by 
children who are morally, mentally and 
physically balanced, or is it merely good 
physical health and vigor we are aiming 
toward? Are we ina hurry to reach these, 
as yet, undetermined objectives or shall it 
be done in a more leisurely manner? What 
shall we buy with our present dollars—a 
better race or better personal material pos- 
sessions? Anyone who is familiar with 
the state’s resources knows we can afford 
one or the other or more than likely both 
if our dollars are spent thoughtfully. If 
our first objective is the prolongation of 
human life then the pre and postnatal let- 
ters and the post-graduate courses in ped- 
iatrics and obstetrics taken together un- 
doubtedly occupy first place. That these 
letters and inclosures have profoundly im- 
proved the attitude of the mothers and 
prospective mothers toward the business 
of bearing children, no informed person 
will longer question. And although our 
records show only about 30,000 plus-moth- 
ers registered, it is common knowledge 
that everyone of these mothers has passed 
her literature and her experience on and 
on to other mothers. Likewise no inform- 
ed person will qu-stion in any way the good 
done the unborn, the infant and the mother 
by the graduate courses in obstetrics and 
pediatrics. 

THE GENERAL PRACTITIONER REPORTS 

MOST BIRTHS 


Incidentally it should be noted that in a 
survey made by the federal bureau of the 
census this past summer it was shown thet 
of the approximately 25,000 births reported 
the first half of 1927 only 666 were re- 





ported by midwives and that the total num- 
ber reported by the five physicians of each 
county reporting the largest number, 11 
percent were reported by obstetricians and 
89 per cent by general practitioners. Like- 
wise among these 385 physicians, which is 
approximately one-seventh of all the phy- 
sicians of the state, 39 per cent were ob- 
stetricians and 61 per cent general practi- 
titioners. In other words two-fifths of all 
the babies were reported by one-seventh 
of all the doctors, 61 per cent of whom 
were family physicians, showing it would 
appear, a tendency on the part of the gen- 
eral practitioner toward specialization. By 
the same token the number of physicians 
listed in the American Medical Directory 
as preferring pediatrics has increased 
from 32 in 1923 to 51 in 1927, and the 
number of physicians listing themselves as 
obstetricians has increased from 44 in 
1923 to 59 in 1927, even though the total 
number of doctors has decreased from 2600 
to 2467. 


IS IT QUANTITY OR QUALITY WE DESIRE? 


If, however, it is not only prolongation 
of human life we are aiming towards, but 
the creation of a superior people, then who 
can estimate the value of the course in 
child care given the potential mothers: of 
varying ages in the various schools? Over 
and over again the teachers in training 
have assured us that the courses have 
been the most practical they have ever had 
in college, and if vocational education at 
public expense is justified at all it would 
certainly appear to be justified in this vo- 
cation of creating society’s future citizens. 
The question of expense naturally presents 
itself at this point. By careful calculation 
it would seem that a full one-hour credit 
course, that is 16 class periods, could be 
covered in this important subject in the 
teacher training colleges and other schools 
of higher learning at a total per capita of 
$2.00 for classes of twenty-five, or $1.00 
for double the number. In other words 
the entire student population in these high- 
er schools, men and women alike, could be 
reached at a total cost of approximately 
$15,000 for the larger classes or $30,000 
for the smaller. When this expense is con- 
trasted with the cost in wasted effort re- 
quired in the slow, tedious, discouraging 
methods of getting groups of mothers to- 
gether for brief four or five unit courses 
presented to them while distracted by more 
or less numerous progeny, the cost sinks 
into insignificance. Likewise, to refer to 
the findings and views expressed recently 
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by probably the best informed of all our 
modern obstetricians on our present neo- 
natal infant mortality problem, Dr. Fred 
Adair of Minneapolis, if we are to appre- 
ciably lower this needlessly high rate more 
attention must be given to pre-marital and 
pre-conceptional education. I need but call 
your attention to the fact that our own 
statistics for 1927 show a total of 1467 


still births with exactly the same number | 


of infant deaths under two weeks of age. 
You will note on the charts that the total 
deaths under one month, that is, 1766, ex- 
ceeds the total deaths from one month to 
12 months—a total of 11 months by 267. 


What effect the intelligent wholesome 
presentation of the subject of child care 
by competent nurses of the right attitude 
will have on shaping the future behavior 
patterns of the adolescent girls as found 
in the Junior High schools and in the upper 
grades in the country only time will tell. 
I desire to digress a bit here to say that 
we have also experimented with the plan 
of presenting this important subject to 
both boys and girls alike and together in 
the upper grades in certain rural and small 
town schools with only the happiest and 
most encouraging results in so far as can 


be determined at the present time. 


FROM P. T. BARNUM TO PUBLIC HEALTH 


If the letters themselves and the classes 
have proved their worth and no informed 
person will question either, neither have 
the child health conferences been in vain. 
These, however, have been carried on more 
slowly and in what might be defined in 
an experimental manner. When one re- 
calls that originally these conferences were 
purely publicity devices created by P. T. 
Barnum, the difficulties encountered in 
raising them to the level of dignified, ser- 
ious, public health measures becomes ap- 
parent. Four years ago it was easy to 
find a group of women or some commercial 
firm eager tosponsor a haby show, but only 
in the rural districts did we find an intelli- 
gent appreciation of the physical examin- 
ation of the child itself for its own sake 
and, we must confess, this appreciation 
was influenced by the fact that the exam- 
ination was done gratis. Our aim, of 
course, has always been to get these exam- 
inations made at periodic intervals by the 
family physician in his office. The prob- 
lem was to find a workable method. The 
plans in use in other states were experi- 
mented with with more or less confusion, 
misunderstanding and suspicion on the 
part of both the medical profession and 





the laity and with doubtful satisfaction to 
ourselves. The baby show seemed well 
established: likewise the fortunate and 
favored maternal public had been “sold” 
on the idea of scoring the baby so when- 
ever we attempted a child health confer- 
ence only the better babies were brought. 
The physician complained of the futility 
of ever getting those who especially needed 
the examinations and these mothers, al- 
ready overburdened and crushed down 
with under par children, hesitated to suffer 
further humiliation by having their off- 
spring compared with those of the former. 


THE FAMILY PHYSICIAN AS HEALTH 
COUNSELOR 


Eventually, however, the Children’s Bu- 
reau printed a four-page record sheet for 
standard use in city clinics that we found 
practicable in making possible the intro- 
duction of the accepted plan of the A. M. 
A., that is, the periodic physical examina- 
tion, using the family physician to make 
this examination. These blanks are suf- 
ficiently thin to permit their being made 
out in duplicate. The mother then has an 
identical copy of her child’s physical find- 
ings so she no longer suspects collusion 
between her own and the visiting phy- 
sician. Ample space appears on the chart 
to permit six consecutive examinations. 
She is instructed as to the merits of an ac- 
curate health history of her child and is 
charged with the responsibility of taking 
her child to her own physician on each 
birthday for the second and subsequent ex- 
aminations. Written advise relative to 
vaccination and immunization and general 
hygiene is given. Printed feeding charts 
are available for the mother of the infant 
and the pre-school child. No formulae are 
written and no feeding directions given if 
the child’s diet is already being prescribed 
by the physician. Unfortunately, inade- 
quate follow-up has been done, due to the 
extremely small number of nurses on the 
staff, but we are frequently informed of 
the readiness with which the children are 
brought in for correction of the defects. 
Taken by and large, only some prejudice 
on the part of one or the other parent, or 
lack of funds prevents the correction of 
the defects. 


FUTURE POSSIBILITIES 


The progress made in the past four years 
leads me to believe with the present splen- 
did cooperation existing between the Bu- 
reau of Maternity and Infancy and all 
the official and unofficial organizations in- 
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terested in the mother and the child, if 
continued for a decade, will make possible 
adequate obstetric care and adequate ped- 
iatric care for every mother and babe in 
the state. 


Fundamentally it is merely a matter 
of education. Self preservation is the first 
law of life, preservation of the species 
comes a close second. These mothers want 
to live—they want their babies to live and 
if they resent the physician’s well inten- 
tioned efforts to give them the best care 
they are capable of it is merely because the 
physician has first failed to convince them 
of the superiority of the newer methods. 
To assist the physician to do this is our 
humble part. 





KANSAS CITY FALL CLINICAL 
CONFERENCE 


The subject matter at the vast majority of the 
larger medical meetings is of such a character 
as to be of little, if any, benefit to the general 
practitioner. He is unable to digest the vast 
array of statistical data and laboratory investi- 
gations that must find place in an ultra-scientific 





paper. Later, at his leisure, it is possible for him 
to read in his Journal Se very pees listened 
to and cull from them the practical application of 
such parts as are of interest to him and of actual 
value in his work. 


The practicability of the subject chosen for the 
Annual Fall Clinical Conference at City 
is well shown by a brief inspection of the pro- 
gram printed on page 26, of this issue. ile 
this program may not arouse any marked en- 
thusiasm on the part of the specialist, it will un- 
doubtedly appeal strongly to the general practi- 
tioner as a practical post-graduate course in his 
every day problems. It is the purpose of the 
Clinical Society this fall to present only such 
practical subjects and discuss the problems of the 
busy man in general medicine. 


L. 





REGURGITATION OF ENDOMETRIAL TISSUE 
THROUGH FALLOPIAN TUBE DURING 
OPERATIVE PROCEDURES. 


Clinical and experimental study has convinced 
Edward Allen, Chicago (Journal A. M. A., Feb. 
18, 1928), that any operative procedure that in- 
creases intra-uterine pressure may displace en- 
dometrium into the peritoneal cavity, thus con 
firming Sampson’s theory. of regurgitation of 
tubal and uterine epithelium through the fa'lopian 
tubes into the free pelvic cavity. 





Report of Examination for Licenses to Practice Medicine 
Report of Oklahoma Board of Medical Examiners, held in Senate Chamber, State Capi- 


tol, Oklahoma City, June 12 and 13, 1928; number of subjects examined in, 12; total 


number of questions, 120; percentage required to pass, 75; total number examined 


A0; 


number passed, 40. All applicants, regular school of practice, and licensed by written 


application. 


eS See Se 


Name Place of Birth 


SS 


Se - “Seeman 


Heme Address or 


School of Graduation Previews Leeation 








Britton, Bloyce Hill 
Stephens, Audy B.— 
Nagle, Patrick Sarsfield¢Jr: 
Mills, Richard C — 
McHale, Thomas Cecil 
Noell, Robert T.-— 

Allgood, John Miitor- 
Price, Joe Hoimes — 
Ensey, James Elbert 
Jeter, Perry Raleigh— 
Hudiburg, Caziville Lawseh 
Hamby, Wallace Bernard 
Akin, Robert Howe— 
Morgan, Thomas Richard 
Lindsay, Wren A. 
Gallaher, Frank Clinton. 
Ford, Richard Blarda—- 
DeArman, Thomas Milton 
Hanson O. H.~ 

Lamb, Lealon E— 

Irby, J. P= 

Gray, Floyd~ ’ 
Ferguson, Lawrence W- 
Sheets, Marion Ldrigton” 
Alexander, Samuel Howar 
Curtis, Selvie J 

Warren, Roy Chestef 
O'Donoghue, Don Horatio” 
Campbell, James Franklin~ 
Charney, Louis Harry—— 
Duncan, Darrell Gordon” 
Baum, Ernest F!don— 
Kies, Benjamin Bernhardt 
Hart, Mabel M. (Mrs.)}—"" 
Smith, Morris Wr 

Martin, Thomas Reynold” 
Price, Joel Scott. 





Robertson, Charles Walter” 





Lineville, Ala. 
Red Oak, Okla. 
Kingfisher, Okla. 
Uniontown, Ark. 
St. Louis, Mo. 
DeLeon, Texas 
Summerfield, La. 
Robinson, Il. 
Beckham Co., Okla. 
Alabama. 

Carney, Okla. 
Ennis, Texas 
Watonga, Okla. 

Mt. Camel, Pa. 
Fulton, Mo. 
Arkinda, Ark. 
Monroe, Okla. 
Fairy, Texas 
Pittsburg, Kan. 
Paragould, Ark 
Ardmore, Okla. 

Mt. View, Okla. 
Lexington, Okla. 
Tonkawa, Okla. 
Lavonia, Ga. 
Tennessee 
Cleburne, Texas 
Storm Lake, Iowa 
Evanston, IIL. 
Armstrong, Iowa 
Waldron, Ark. 
Kansas City, Mo. 
Hoyleton, Ill. 
Idaho Springs, Colo 
North Carolina 


Jones, Okla. 





University 
University 
University 
University 
University 
University 
University 
University 
University 
University o 
Washington Univ. 
University of 
University of 
University of 
University of 
Northwestern 
University 
University 
University 
University 
University 
University 
University 
University 
University 
University 
University 
University 
University 
University 
University 
University 
University 
University 
University 
University 
University 
University 


Mt. Park, Ok. 
Red Oak, Ok. 
Kingfisher, Ok. 
Norman, Ok. 
Oklahoma City 
Moore, Ok. 
Moore, Ok. 
Oklahoma City 
Norman, Ok. 
Oklahoma City 
Stillwater, Okla. 
Weleetka, Ok. 
Oklahoma City 
Oklahoma City 
Norman, > 
Shawnee, Ok. 
Monroe, Ok. 
Oklahoma City 
El Reno, Ok. 
Clinton, Ok. 
Turley, Ok. 
Oklahoma Cit 
Mt. Park, Ok. 
Tonkawa, Ok. 
Oklahoma City 
Oklahoma City 
Temple, Ok. 
Oklahoma City 
Oklahoma City 
Henryetta, Ok. 
da, Ok. 
Oklahoma City 
Oklahoma City 
Oklahoma City 
Walters, Ok. 
Oklahoma City 
Oklahoma City 








Bristow, 
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EDITORIAL 


NEWER KNOWLEDGE 9F VENOMOUS 
SNAKES 

In a lifetime very few physicians are 
called upon to treat a victim of snake-bite, 
very few have ever seen a case of reaction 
from the bite of a venomous snake. The 
writer reared in a family of physicians and 
practicing in a country supposed to be in- 
fested with poisonous snakes, has only seen 
two such cases, one thirty years ago, the 
other within the last few days. Medical 
literature contains very little upon the sub- 
ject; for years, perhaps the most authori- 
tative information was contained in good 
encyclopediaes, rather than the usual 
standard works available to the general 
practitioner. 








Under the subject, the International 
Digest (April, 1928) recently presented an 
authoritative, scientific symposium, cov- 
ering many phases of the matter, and 
suggests that further information may be 
obtained from the Bulletin of the Anti- 
venin Institute of America, Box 1494, 
Philadelphia. 


Much of our previous information, or 
misinformation, is entirely exploded, and 
that which we thought to be proper treat- 
ment, is gravely questioned. 


Antivenin has been in use probably 
thirty years in India, where the Cobra has 
always exacted a frightful toll of life, but 
it remains, so far as the United States is 
concerned, for the last few years to per- 
fect the securing and preparation of potent 
vaccine, for the control of the venom of 
the only three dangerous snakes of this 
country; these are the rattlers, of many 
varieties, and differing in different sec- 
tions of the country; the water moccasin, 
or cotton-mouth; and the copperhead, 
sometimes referred to as the highland moc- 
casin. 

Due to the fact that thousands of people 
now penetrate into every possible out-of- 
the-way nook and corner of the countrv, 
naturally the menace has increased. My 
patient, a reliable man, is under the im- 
pression that five or six cases occur in his 
locality each year. Fortunately none of 
them were fatal; so, he has become an 
optimist, and doubts if Oklahoma snakes 
would be fatal to anyone. His bite occurred 
upon the index finger, as at dusk he reach- 
ed down to get a stick to kill a “ground- 
rattler”, its nearby partner happened to 
be by the stick. He had no treatment by 
physician until 30 hours had elapsed. With- 
in five hours he noticed a tingling of the 
arm, accompanied by enormous swelling, 
chills and fever. The only treatment was 
local injection of potassium permanganate 
and application of the same. The hand, 
arm, side, penis and scrotum were involved 
in the swelling, and ecchymosis was mark- 
ed for ten days. 


Prevention lies in wearing puttees or 
boots — probably no fang can penetrate 
such leather — and care in moving the 
hands into the favorite hiding places of his 
snakeship, which are around the banks of 
streams, about bluffs and such inaccessible 
places. 

do Amaril of Brazil, Barbour of Har- 
vard, Ditmars, New York Zoologic Park, 
Col. Crimmins, U.S.A., M.C., have, and are 
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giving the subject their scientific investi- 
gation. Venom is secured from the thous- 
ands of snakes under do Amaril’s control, 
while in the United States there are collect- 
ing stations at New Orleans, San Antonio 
and San Diego. The vaccine obtained is 
polyvalent for the three species mentioned 
above. In pasing, it should be stated that 
all these, and most other venomous snakes 
of the world belong to the family of vipers, 
one of which it will be recalled was re- 
quisitioned by Cleopatra in her theatrical 
demise. 

It is estimated that from 12 to 24 hours 
may elapse before antivenin may be used, 
but it should not be forgotten that the 
venom delivered directly into a ve:n might 
be fulminatingly poisonous. There is a 
sharp divergence as to the technique of 
treatment, other than that there is agree- 
ment as to the efficacy of antivenin. 
do Amaril does not believe that crucial in- 
cision, bleeding or cupping is of any value, 
while Crimmins and Jackson hold directly 
opposite views. Strange to say do Amaril 
believes permanganate entirely useless, 
notwithstanding that inovsands of outdoor 
men in this country and all tropical coun- 
tries are constantly supplied with this 
drug and a hypodermic for emergency use. 
do Amaril states that it is not uncommon 
for snakes to harbor tetanus and gas bacil- 
lus infection, and that incisions only in- 
vite invasion of the system by a much more 
dreaded infection than the original. A 
tourniquet should be tightly applied above 
the bite, but must be released for a few 
seconds at intervals of from five to 10 
minutes, in order to maintain necessary 
circulation. The entire subject is intensely 
interesting, too long for proper elaboration 
here. It is suggested tha. those interested 
secure the bulletin mentioned. Venomous 
snakes are to be found within sight of New 
York City, across the hills of the Hudson, 
and generally over the United States, ex- 
cept in the Northern New England States. 

Mortality from the average 1500 snake- 
bites in Brazil annually, formerly 150 
deaths, has been reduced to three or four 
deaths annually, due to the use of anti- 
venin. 


4. 





THE PREVENTION OF BLINDNESS 





The remarkable progress in 20 years due 
to organized efforts to reduce blindness in 
America is shown in a summary of accom- 
plishments recently announced to members 
by the National Society for the Prevention 





of Blindness. The society believes its 
greatest single achievement has been in the 
field of ophthalmia neonatorum. As a re- 
sult of adoption of laws, in most states, 
requiring doctors, nurses and others in at- 
tendance, to use prophylaxis at birth, anc 
constant educational activities of the so- 
ciety, frequency from this cause has dimin- 
ished each year until it is 64 per cent less 
than in 1908. It is believed that complete 
eradication of this cause is scientifically 
possible. 


A great feature of the society’s work is 
pre-school tests and clinics, in order to 
save the eye sight and prevent seriously 
defective vision in the beginners in school, 
who, handicapped by visional defects, may 
have an utterly ruined eye sight if the de- 
fects are not noted and are not corrected. 
In 80 cities, 292 classes are in operation 
where those with defective vision are 
taught through the medium of special large 
type books, movable desks, ideal lighting 
and special teaching methods. This gives 
children with little vision the same sort of 
education which those with full vision re. 
ceive and they are taught how to conserve 
their remaining sight. It is estimated that 
5,000 such classes are needed in the United 
States. 


Hope is expressed that some advance- 
ment in the control of trachoma may be 
made, inasmuch as some definite under- 
standing of the causative factors under- 
lying the disease is now believed attainable 
by the recent work of the late Dr. Hideyo 
Noguchi, who devoted much of the last 
years of his life upon research connected 
with the subject. 


It is announced that there will be no 
cessation of insistence all along the line 
that every industrial worker be given all 
possible protection against the special haz- 
ards incident to his occupation. 


While much of this work is directed by 
lay and altruistic organizations, under 
stimulus from the National Society, it must 
not be forgotten that the family physician 
occupies a commanding position, and is 
more or less in position to render his clien- 
tele service in keeping ir mind potential 
dangers to eye sight. Especially at this 
time of year, when thousands of children 
are about to enter upon school work, is 
the physician and advisor of the family in 
position to advise proper protective ex- 
amination by the expert ophthalmologist. 
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REPORT OF OKLAI{OMA STATE DEL- 
EGATES TO AMERICAN MEDICAL 
ASSOCIATION, MINNEAPOLIS, 
MINNESOTA, JUNE 11-16, 1928. 


It is not the intention of your delegates 
to go into detail on transactions in the 
House of Delegates, but rather to give a 
synopsis of matters apparently of interest. 
For full report see American Medical As- 
sociation Journals of June 16th and 23rd. 


The speaker of the House of Delegates, 
Dr. F. C. Warnshuis. in his address 
brought into question the precedent, as 
heretofore practiced, of the speaker ad- 
dressing the House upon policies, affairs 
or obligations of the House of Delegates. 
He stated that while parlimentary manuals 
were silent upon this point he believed it 
not within the scope of his duties since the 
President and Board of Trustees were al- 
ready empowered to so address the House. 
Upon recommendation of the speaker, a 
resolution was adopted relieving the 
speaker of such duty. 


Dr. Jabez North Jackson, our past pres- 
ident, in his address to the House of Dele- 
gates, very aptly po'nted to the reasons 
for the scarcity of doctors in rural com- 
munities, stating that forty years ago doc- 
tors were busy treating typhoid fever, 
malaria, dysentry and bowel complaints 
of infants, all of which have to a great ex- 
tent, been exterminated by the application 
of medical science, and consequently took 
much of the doctor’s income, this making it 
necessary for the doctor to serve a larger 
population and larger territory. 


Again, Dr. Jackson aptly pointed to eco- 
nomic danger and unfairness to both doc- 
tor and public, of charity institutions re- 
ceiving patients able lo pay for medicahor 
surgical service in which the right of the 
physician to charge is denied by the insti- 
tution. 


The incoming president, Dr. W. S. 
Thayer, in his address called especial at- 
tention to the report of the Secretary-Man- 
ager in which he cautioned against the 
present tendency toward over-organization 
of the medical profession. He recognized 
the value of specialized and local medical 
organizations though gave emphasis to his 
statement that none of these organizations 
in any sense take the place of the county, 
state and national medical associations, to 
which every physician owes his primary 
loyalty and without which American med- 
icine would be chaotic. He also called at- 





tention to the fight being made by the legal 
department of the American Medical As- 
sociation for the deduction from income 
tax of physicians’ expenses while attend- 
ing medical associations, which had been 
recognized and accepted for the profes- 
sions though denied the medical and dental 
professions. 


REPORT OF COMMITTEE ON MEDICAL 
EDUCATION AND HOSPITALS 


Dr. Arthur Dean Bevan, chairman, in 
his supplementary report to the House of 
Delegates stressed the work of the Council 
on the study, investigation and classifica- 
tion of hospitals as one of the most, if not 
the most important matter before the 
American Medical Association. Not only 
does he stress the hospital as a necessity 
in care of the sick but as a necessary re- 
quisite in the practice of modern scientific 
medicine. The purpose of this study and 
investigation is that the council may act in 
an advisory capacity to elevate the stand- 
ard of hospitals. 


The report points to the fact that in the 
United States we still have operating six 
medical schools not recognized by licensed 
boards of from forty-seven to fifty states; 
one in Illinois, three in Missouri, two in 
Massachusetts. This report also points 
out the urgent necessity for action against 
institutions and corporations assuming 
the right of the individual who is especially 
qualified and licensed, to practice medi- 
cine. 


Resolutions on Medical Education by 
Southgate Leigh pertaining to shortening 
medical courses to three years of four 
quarters each as now proposed for Duke 
University was referred to reference com- 
mittee on medical education. The com- 
mittee reported back to the House that 
while impossible to adequately consider so 
important a topic within the limits of time 


at that meeting the committee would en- 


dorse the substance of the resolution to the 
following effect: 


(1). That it would be most desirable 
that medical students should grad- 
uate and enter practice earlier than 
at present. 

(2). That the plan of covering the med- 
ical course in three years of four 
quarters, instead of four years of 
three quarters, with long intervals 
of vacation as illustrated by Duke 
University, or other plans, is great- 
ly to be desired. 

















234 


JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 








(3). That the medical course is over- 
crowded with detailed considera- 
tion of specialties and would be im- 
proved by a less crowded course 
confined more to essentials and 
fundamentals. 


This report was adopted. 


The Board of Trustees in their supple- 
mentary report announced that Dr. E. O. 
Crossman of the Medical Department of 
the United States Veteral Bureau, had of- 
fered his cooperation with the Board in 
their attempt to search out the justice of 
complaints which had been made against 
the United States Veterans Bureau for 
what in certain districts appeared to have 
been unlimited free medical service to 
claimants. They referred this matter to a 
committee on Comity whom they believed, 
after a conference with Dr. Crossman, 
would satisfactorily adjust the matter. 


After adjournment, it was a general ex- 
pression, that taken as a whole, each ses- 
sion of the House of Delegates was charac- 
terized by more harmony and sincere en- 
deavor to solve the many matters of bus- 
iness and problems presented, than has 
been experienced during the past several 


years. 
MCLAIN ROGERS, M.D. 
EVERETT S. LAIN, M.D. 
WM. ALBERT COOK, M.D. 


PERTINENT PRE-SCHOOL 
SUGGESTIONS 








Eyes. 

Teeth. 
Adenoids. 
Tonsils. 

Toxin Antitoxin 
Schick Test. 
Vaccination. 


_ A general physical examination and fit- 
ting suggestions based upon the findings. 
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Editorial Notes — Personal and General 











DR. J. ARTHUR MULLINS, Marlow, attended 
Kansas City clinics in July. 





DR. R. N. SMITH, Tulsa, announces the open- 
ing of his office at 703 Medical Arts Building. 


DR. L. S. WILLOUR, McAlester, has removed 
his office to Suite 203-204 Ainsworth Building. 





DR. W. ALBERT COOK, Tulsa, accompanied by 
his family, is visiting Rocky Mountain points. 














DR. and MRS. J. HUTCHINGS WHITE, Mus- 
kogee, will spend the summer in Minnesota. 


DR. A. L. MOBLY, Muskogee, and family, vis- 
ited Memphis and Little Rock in August. 


DR. L. E. EMANUEL and son, Chickasha, are 
spending their vacation in New Mexico. 


DR. and MRS. HOLCOMBE. Muskogee, have 
returned from a visit to Colorado Springs. 


DR. R. L. MITCHELL, Muskogee, is spending 
his vacation in New Mexico and Arizona. 


DR. J. C. REYNOLDS, Frederick, is confined 
to his home suffering from blood poison‘ng. 


DR. J. E. ARRINGTON, F.ederick, has returned 
ae after an extensive visit in Boulder, Colo- 
°. 














DR. A. C. SYFERT, formerly of Blackwell, is 
now located at 419 Perrine Building, Oklahoma 


City. 


DR. M. SHADID and daughter, Elk City, who 
have been touring Europe the past several 
months, will return shortly before September Ist. 








DR. and MRS. V. C. TISDAL, Elk City, re- 
turned July 21, after several months spent in 
European countries, during which time Dr. Tisdal 
took post graduate work. 





DR. GUY B. VAN SANDT, Wewoka, has an- 
nounced that the hospital which he is construct- 
ing has been incorporated under the name of the 
Wewoka Hospital Company. Dr. Van Sandt will 
be one of the chief owners in the company. 





DR. J. W. MOORE, Tonkawa, has just returned 
from the Government Hospital at Hot Springs, 
Arkansas, where he has been doing some special 
work. On his return he will locate in Enid, where 
he will be affiliated with the University Hospital. 





DR. W. T. TILLY, Muskogee surgeon, closed 
his hospital July 31, which he has operated for 
the past 16 years. Dr. Tilly plans to continue 
in private practice and his hospital work will be 
divided between the Baptist and the new City 
Hospital. 


STEPHENS COUNTY MEDICAL SOCIETY 
met in Duncan July 24th. The hosts were Drs. 
J. D. Pate and A. M. McMahan. Steps were taken 
to prosecute illegal practitioners, among the 
ee we a druggist holding himself out to be a 
specialist. 








DR. JOHN W. RILEY, Oklahoma City, is mak- 
ing extensive visits to European clinics. Dr. Riley 
recently favored the Journai with a copy of an 
address delivered June 27th by Professor A. Cal- 
mette upon “Preventive Vaccination Against Tu- 
berculosis By the B. C. G.” (Baccilus-Calmette 
Guerin). 





LINCOLN COUNTY MEDICAL SOCIETY met 
in regular session with Dr. J. O. Glenn, Stroud, for 


members were 
. Baird, Stroud; 
Adams, W. H. 


the June session. The followin 
resent: Drs. J. O. Glenn and W. 
. C. Brown, Sparks, J. W. 
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Davis, W. P. Cottrell, R. E. Dickson and J. M. 
Hancock, all of Chandler. Visitors present were: 
Drs. C. P. Bondurant, John F. Kuhn, Basil Hays, 
Austin Guthrie and G. F. Mathews, Oklahoma 
City, and Melvin Frye, Stroud. Dr. G. F. Mat- 
hews, who came to fill Dr. Ricks’ place, was intro- 
duced and discussed the very great importance of 
accurately reporting all diseases required by law 
and the enforcement of quarantine to prevent the 
spread of disease. Dr. Kuhn talked on the im- 

rtance of the control of gonorrhea and syphilis. 

r. Bondurant was then introduced and with the 
aid of the lantern gave a review of skin mani- 
festation in different diseases. 


STEPHENS COUNTY MEDICAL SOCIETY 
held their regular monthly meeting July 4th. Drs. 
Caraker and Nieweg were hosts. The following 
members were present: Drs. Patterson, Caraker, 
Richards, Chumley, Bartley, McMahan, Long, Ivy, 
Salmon, Weedn, G. C. Hall, Smith, Overton, Car- 
michael, Burnett, Williamson, Talley, McLain and 
Nieweg. Dr. W. R. Mote was a visitor. 


320TH MEDICAL REGIMENT AT CAMP 
The following Oklahomans, members of the 

320th Medical Regiment attended two weeks of 
intensive training at Ft. Sam Houstor, Texas, 
the first two weeks of July: 

Aisenstadt, Albert E., Picher. 

Bailey, Wm. H., Oklahoma City. 

Cooley, Ben Hunter, Norman. 

Hancock, Joseph M., Chandler. 

Hansen, Geo. E. 

Hartshorne, Geo. E., Tulsa. 

Holcombe, Roland M., Muskogee. 

Hughes, Arthur O. 

Johnson, Geo. E., Ardmore. 

Kay, John H., Holdenville. 

Kitchen, John C., Picher. 

Lowenthal, Frank V., Muskogee. 

Lash, Cleo L. 

Mayfield, Warren T., Norman. 

McGregor, Frank H., Mangum. 

Moore, John D., Hugo. 

Mylund, Geo. A., Gate. 

Oakes, Clay Otis. 

Puckett, Carl, Oklahoma City. 

Sebastian, Joseph W. 

Schlicht, John C., North McAlester. 

Templin, Oscar E., Alva. 

Willour, Leonard S., McAlester. 

Vittum, Jas. S., Muskogee. 

Armstrong, David, Durant. 

Hubbard, J. C., Oklahoma City. 

Waite, Will C., McAlester. 

Little, D. E., Eufaula. 


—_ 








DOCTOR JOSEPH F. MESSENBAUGH 


Dr. J. F. Messenbaugh, for twenty-eight 
years a prominent pract:ticner of Oklahoma 
City, died June 28, after several 
months’ illness, the cause of death being 
peritonitis. 

Dr. Messenbaugh was born 55 Ts ago, 
heey! from Washington University 

edical School in 1898, after which he took 
his postgraduate work in Chicago, New 
York and New Orleans. Moving to Okla- 
homa City in 1900, he ired a large clien- 
tele and always held the admiration and 








to Miss Laura Whisler, in 1907, and is sur- 
vived by his widow and two children, Joseph 
F., Jr., and Edith F. 

Dr. Messenbaugh, in addition to his pro- 
fessional work, always took at interest 
in civic affairs and was one of the men who 
made Oklahoma City a more worth while 
city. He was elected to the Mayoralty in 
1904 by a large majority, serving in that 
office for two years. He was president of 
the Washington University Alumni Asso- 
ciation, and since his location in Oklahoma 
has been a member of Oklahoma County, 
the State and American Medical associa- 
tions, besides holding membership in other 
special scientific bodies. His passing is 
sincerely mourned by a host of friends who 
realized his fitness. His city and state sus- 
tain a great loss in his untimely passing. 

Who Gave His Best 

Thou art gone, dear Friend, 

But thy lamp still burns. 

Across our path, death doth send 

A shadow, but thy gracious memory 

Shines without end. 

Thy love-light igs Eternal, 

Thou hast slipped away so silently, 

That, with thy years of long and weary toil 

We can but call to mind, 

Thy loving, lingering message: 

To those who trust their God 

For them, to die is but to live again. 

she = the Friendless, Brother of Man- 

ind, 

Thine ever helpful hands do rest, 

As with out heads uncrowned 

We speak no sad farewell, 

But say adieu to him—Who gave his best. 
—By H. Coulter Todd. 

To my friend Dr. J. F. Messenbaugh, 

1903-1928. 

















respect of his colleagues. He was married 








INTERSTATE POST-GRADUATE ASSOCIA- 
TION WILL MEET IN ATLANTA 


For the first time in the South there will be 
held a medical association whose procedure is 
unique and of remarkable interest. 


The Interstate Post-Graduate Medical Associa- 
tion of North America will meet in Atlanta, Ga., 
October 13th to 19th, inclusive. This association 
in 1926 met in Cleveland, Ohio, where nearly 5,000 
practicing physicians were registered. At the 
Kansas City meeting last October 5,200 were reg- 
istered. 

Those who come to this remarkable sort of 
medical meeting will really be given a post-grad- 
uate course by the leading medical men of this 
country and abroad. The daily meetings are held 
from 7 A. M. to 1 P. M., from 2 to 5 P. M. and 
from 8 to 10 P. M.. Everyone who has attended 
these meetings has been emazed by the magni- 
tude of the work done, by its quality, by the num- 
ber of distinguished guests and by the remarkable 
interest aroused. 

It is hoped that every physician in the Southern 
States who can possibly do so will plan now to 
attend this meeting. The only charge imposed 
on physicians who are in good standing in their 
county, state and national organization is a regis- 
tration fee of $5.00. 
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TUBERCULOSIS 


Edited by L. J. Moorman, M.D. 
912 Medical Arts Bidg., Oklahoma City 








Tissue Reaction in Tuberculosis. R. S. Cunning- 
ham, M.D., Am. Rev. Tb., June, 1928. 


From the standpoint of general discussion the 
reactions which occur in the tissues in tubercu- 
losis may be conventionally divided into tubercle 
and allergy. 

Tubercle is the characteristic anatomical re- 
action which is the primary response of the tissues 
of susceptible animals. 

Allergy is tissue reaction to reinfection whic 
is dependent upon tissue sensitization. 


Epitheloid cells, giant cells and lymphocytes 
are the three types which are primary factors in 
tubercle formation. The fibrous layer, developing 
later and consisting of connective tissue fibers 
and connective tissue cells is secondary in char- 
acter. 

Experimental work shows evidence that the epi- 
theloid cells originate from the monocytes which 
are increased in tuberculosis. 

In considering the relation to tuberculosis of 
the monocyte and the epitheloid cell, two ions 
present themselves, the answers to which would 
materially assist in the exposition of the nature 
of the tissue immunity in tuberculosis: (1) Is it 
possible to utilize the monocytes of the circulating 
blood as an index of the state of tuberculosis? 
(2) Can the production or activities of these cells 
be modified, and, if so, what effect would such 
changes have upon the progress of the disease? 

The first question is answered in the affirma- 
tive and the author and others doing this work 
are seeking a method of controlling the produc- 
tion or activities of these cells, whereby their 
relation to susceptibility and resistance may be 
accurately determined and controlled. 

In order to unravel the basic reactions which 
nature is using in the healing of tuberculous pro- 
cesses, the author thinks we must analyze more 
carefully the pri reactions of the individual 
cells concerned in tubercle and allergy; the most 
important of which are the monocytes and lym- 
phocytes. 


Tuberculous Infection of the Lung in Early In- 
fancy. Jerome L. Kohn, M.D., Am. Rev. of Tb., 
June, 1928. 

This is a case report of a child 12 weeks old. 
Chief Complaint: Difficulty in breathing for 
three weeks. Ther2 was no history of tuberculosis 
in the family and no positive history of direct ex- 
posure. The patient wus sent to the hospital witi: 

a diagnosis of thymic obstruction or tion of 

a foreign body. Bronchoscopic examination show- 

ed almost complete bronchostenosis and a roent- 

oa showed atelectasis of the right upper 
obe. ere was emphysema of the lower lobe 
due to partial stenosis of the lower bronchus. 

A roentgenograph taken 8 days later showed 
partial aeration of the right upper lobe with de- 
crease in volume of the right lower lobe. The 
child was breathing much more easily. It had 
received two treatments of deep roentgen rays 
irradiation before admission. 

The child was readmitted three weeks later due 
to return of the dyspnea. The X-ray again showed 
atelectasis of the right upper lobe and emphysema 





of the lower lobe. Two treatments of deed roent- 
= ray irradiation were given with relief of the 

yspnea soon afterward and an X-ray taken two 
wi later showed only moderate atelectasis. An 
X-ray taken four weeks after second admission 
showed for the first time, a dense shadow at the 
root of the right lung, probably due to enlarged 
diseased lymph nodes. X-ray five and one-half 
months after onset showed for the first time signs 
of infiltration in right upper lobe. 


Three years after onset an X-ray showed evi- 
dence of healing with a calcified Yager lesion, 
the size of a pea, at the site of the previous in- 
filtration and also caseation of the ~ag oa nodes 
at the right hilum. Five years after onset 
the X-ray showed the primary lesion to be still 
more compact and the lymph nodes gave a denser 
shadow. 


The prognosis of tuberculosis even in early in- 
fancy is not necessarily fatal. This child develop- 
ed normally and is in excellent health over five 
years after it first came under observation. 


r= 
at 








Edited by Jas. C. Braswell, M. D. 
726 Mayo Bldg., Tulsa 
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Perithelioma of the Orbit. Bledsoe, R. W. Am. J. 

Ophth., 1928, xi, 3, 21. 

The patient whose case is reported was a boy 
11 years of age, who presented a swelling of the 
right upper eyelid. The skin was loosely attached 
to a hard nodular mass. At operation, the mass 
was found to be a perithelioma apparently spring- 
ing from the roof of the orbit. Soon after its 
removal it recurred. A second operation resulted 
in symptomatic relief, but was followed by a 
second recurrence. The orbit was then exenterated 
for the relief of pain, but the tumor again re- 
curred very rapidly. Post-mortem examination 
revealed extensive intracranial masses of tumor 
but no other metastases. 


The Technique of the Removal of Cysts and Sin- 
uses of the Thyroglossal Duct. Sistrunk, W. E. 
Surg. Gynec. and Obst., 1928, xlvi, 109. 


Sistrunk explains the formation of c of the 
thyroglossal duct on the basis of an abnormality 
in the development of the duct following the des- 
cent of the oe When the duct fails to 
close completely the foramen caecum fails to 
remain open, a cyst is formed by the retained 
secretion. The cyst is always in or near the 
median line. 

In the technique used by Sistrunk for the re- 
moval of cysts and sinuses of the th ossal 
duct, the course of the sinus tract is outlined witn 
injected methylene blue. The cyst is then ex- 
posed through a longitudinal excision and dis- 
sected free from the hyoid bone, from the center 
of which a small se mt is removed. The fora- 
men caecum is then located and the duct and sur- 
rounding tissues are cored out from below up- 
ward to the foramen. 

The author gives exact directions for determin- 
ing the course of the duct. This method obviates 
the risk of ntation of the duct with retrac- 
tion and loss of segments. 
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General Sepsis of Otitic Origin: Treatment by 
Bleod Transfusion and Germicidal Dye. Lillie, 
H. I. Arch. Otolaryngol. 1928, vii, 30. 


The author reports twelve cases of general 
sepsis of otitic origin treated by blood transfusion 
with or without the intravenous injection of a 
germicidal dye. He is not prepared to say whether 
the combined method or blood transfusion alone 
is bg ima y= as the patients who were treated 
with blood transfusion alone seem to progress as 
well as the others. 


Untoward results have been reported from the 
use of the methods under discussion, but the dan- 
ger can be reduced to the minimum if the ser- 
vices of an expert haematologist or biochemist 
are obtained. Interns and house officers are 
usually not sufficiently experienced in the use of 
these specialized therapeutic mezsures. 


From his own experience and that of others, 
the author concludes that blood transfusion and 
the injection of a germicidal dye as adjunct thera- 
peutic measures are rational if the cases are pro- 
perly chosen and the agents properly pre 
and administered. The supportive effect of blood 
transfusion shortens the convalescence, and the 
germicidal dye has a curative effect. 


Lillie neither advocates nor defends the use of 
these measures, but believes they have a place 
in the management of sepsis of otitic origin. 


Focal Infection and Elective Localization in the 
Pathogenesis of Diseases of the Eye. Rosenow, 
E. C.: Ann. Otol., Rhinol. & Laryngol., 1927, 
xxxvi, 883. 


The author reviews the more important clinical 
and experimental studies on the pathogenesis of 
non-syphilitic and non-tuberculous intrinsic infec- 
tions of the eye and the requirements for the suc- 
cessful application of the methods of study. The 
method of intravenous injection of primary (often 
mixed) or freshly isolated, pure cultures of ma- 
terial from foci of infection has led to a better 
understanding of hew these seemingly harmless 
localized areas of infection, often small and in 
obscure places, cause ocular manifestations; and 
by this method the causative organisms usually 
responsible have frequently been isolated. 


In the light of the newer knowledge, foci of in- 
fection, wherever found, should be looked upon 
as areas where bacteria and their toxic products 
are afforded favorable conditions for entrance into 
the blood or lymph stream, where they may ac- 
quire or maintain a peculiar or relatively high 
invasive power. They make for a forced relation- 
ship between the parasite and host. 


The good effects commonly noted following the 
removal of foci of infection support the experi- 
mental findings, justify a thorough consideration 
of their existence, and call for removal or cure, 
as far as possible, of focal -nfection in every obs- 
cure clinical case. The successful application of 
the methods of study, while simple, require close 
cooperation between the bacteriologist and clin- 
ician. The experimental results indicate clearly 
that these lesions in the eye which are assiciated 
with exudation, even though slight, are usually 
due to the localization of microorganisms, while 
the milder manifestations may sometimes be due 
to the absorption of toxins vhich are formed in 
the focus or elsewhere and reach the eye in the 
blood stream. 





Localization of the bacteria in the eye may 
sometimes be accidental and a part of other dis- 
ease manifestations. However, the animal ex- 
periments, now amply corroborated, indicate clear- 
ly that, in most instances, localization and growth 
are due to peculiar acquired or inherent proper- 
ties within the bacteria themselves and the power 
of the microorganisms to localize electively, and 
that this is due in part to the production of a 
toxin or poison which affects, specifically, the 
tissues in which localization and growth occur. 


Among the microorganisms isolated which man- 
ifested the greatest elective localizing power and 
with which the common forms of diseases of the 
eye have been reproduced is a streptococcus which 
usually forms greenish or slightly haemolytic 
colonies on blood-agar and requires a reduced 
oxygen tension for its isolation, and from which 
autogenous therapeutic vaccines of great value in 
many cases have been prepared. 


Intranasal Surgical Treatment of Chronic Mayil- 
lary Sinusitis. Hempstead, B. E.: Arch. Oto- 
laryngol., 1927, vi, 426. 


In the technique used by the author for the in- 
tranasal surgical treatment of chronic maxillary 
sinusitis, anaesthesia is induced by means of co- 
caine-epinephrine mud on applicators placed in 
the region of the anterior ethmoidal nerves and 
the sphenopalatine ganglion. A pledget of cotton 
soaked in a 10 per cent solution of cocaine is 
placed under the lower turbinate. The mucous 
membrane at the anterior end of the lower tur- 
binate is injected with a 0.2 per cent solution of 
cocaine. 


An incision is then made through the anterior 
attachment of the lower turbinate so that the 
latter can be broken upward and the lower meatus 
exposed to full view. If a flap is desired to cover 
the edge of the window, the mucous membrane, 
together with the periosteum, is dissected free at 
the time. The Wilhelminsxy trocar is inserted 
about half way back, and the wall is broken 
through. This allows the introduction of the cut- 
ting forceps. The window is enlarged posteriorly 
as far as desired. With a modified Kerrison 
punch, the window is brought far forward. If it 
is sufficiently large, there is little likelihood of its 
closing, particularly if the flap of periosteum and 
mucous membrane is Saved and laid over the raw 
edges. An effort is made to make the window 
level with the floor of the nose. The edges are 
smoothed with either the rasp or the hand burr. 
The antrum is then cleaned with the suction tube, 
with the least possible trauma. The curette is not 
used in the antral cavity. A fair view of the 
greater part of the cavity is obtained by intro- 
ducing a nasal speculum. 


No packing is placed in the cavity, and further 
treatment is ential on by means of dry suction. 
Irrigation is never resorted to, as it causes a 
water-logged condition of the mucous membrane 
which is unfavorable to healing. 

Large fistulae often close after the described 
treatment; if not, they are closed by elevating the 
edges and sliding over a flap of periosteum and 
mucous membrane from the palatal side, as ad- 
vocated by Gardner. 














DERMATOLOGY AND RADIO- 
THERAPY 


Edited by C. P. Bondurant, M.D. 
413 Medical Arts Buliding, Oklahoma City 











Industrial Dermatoses—Harry R. Foerster, M.D., 
Archives of Derm. and Syph., May, 1928. 


As early as the sixteenth century impetiginous 
skin disorders and ulcerations were noted in those 
engaged in metal work and salt mining. Occupa- 
tional skin disorders are now encountered in al- 
most every field of industry. The first literary 
contribution on industrial dermatoses was given 
in 1700 by Ramazzini who later became known as 
the father of industrial hygiene. It is interesting 
to note that more than two hundred years after 
Baker’s dermititis was first described by him its 
exact etiolo is still in coubt. Attention is 
called to problems presented in many other trades 
and industries, and opportunities and needs for 
investigation are indicated. The incidence of oc- 
cupational skin diseases varies with the localities 
in which the studies are made and the social 
status of the group from which the deductions are 
drawn. The percentages of occupational der- 
matoses among all skin cases observed were re- 
ported as: two by Fordyce, ten by Guy Lane, six- 
teen by Knowles, twenty by Oppenheim, twenty 
by Hazen, and twenty-five by ite. Occupa- 
tional dermatoses comprise 5 per cent of 37,000 
cases reviewed by Knowles. Of new dermatologi- 
cal cases in England about 300,000 annually are 
estimated. Of these 25,000 are considered occupa- 
tional in origin. One hundred and twenty trades 
and occupations are recorded as productive of 
skin disorders. As high as 30 per cent of those 
employed in some industries develop industrial 
dermititis. The wide introduction of workmen’s 
compensation has done a great deal to improve 
the hygienic conditions and to offset many hazards 
to the skin. These cases are generally cared for 
by the industrial surgeon and only such cases as 
present special problems in therapy and diagnosis 
are referred to the dermatologist. Special refer- 
ence is made to a uniforin classification and to 
terminology. The progress made in this field is 
dependent upon accurate history inclusive of the 
time spent by the patient at that work, the irri- 
tant, and other carefully recorded information. 
Malignancies are mentioned as following injuries 
from radium, X-ray, arsenic, tar, and other physi- 
cal injuries. Syphilis is credited with reducing 
— efficiency and recovery from industrial 
injury. 


Roentgen  f Treatment of Acne Vulgaris—Jef- 
frey, C. Michael, M.D., Archives of Derm. and 


Syph., May, 1928. 


The author reports on the end resuits of 191 
cases and gives valuable comment on the evalua- 
tion and standardization of this form of therapy. 
He urges the systematic investigation of the end 
results in any therapeutic measure before its 
true value can be standardized. The total number 
of patients treated was 246, the end results ob- 
tained on 191. The precedure originally advocated 
by MacKee was employed. No untoward effects 
from the radiation was observed. The interval 
from the last treatment to t'me of determination 
of end results was at least one year. No record 
was included of a patient that did not receive at 
least ten treatments or 2% skin units. Patients 
also received dietary regulations and correction 
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of functional and organic disturbances. Of the 
191 cases in which the end results were studied 
relapses occurred in 35 per cent after the first 
course of treatment. A total of 85 per cent was 
recorded as successful, after the second course 
was given. The outstanding factor of recurrence 
was the age of the patient. Recurrences occur- 
red in 44 per cent of patients 18 or under, and in 
only 7 per cent of those over 25. Systemic dis- 
orders such as constipation, focal infection, and 
digestive disturbances seemed only slightly to in- 
crease the number on recurrences. Focal infec- 
tion was credited as the cause for recurrences in 
more cases than any other factor except age. The 
addition of a few treatments with a view of 
easy recurrences after the disease had once 

n eradicated seemed of no value in this series 
of cases. A restricted carbohydrate diet seemed of 
little use as a routine measure. Menstrual dis- 
turbances or exacerbations of the disease at nor- 
mal menstrual periods, the variety of the disease, 
marriage, the material status of the patient, the 
sex and location and duration of the disease were 
factors which did not seem to influence the effect 
of treatment. The majority of recurrences came 
during the six months immediately following the 
last treatment, 90 per cent of them occurring dur- 
ing the first year. Of the 191 cases, 101 were 
cured by the first course of treatment, 25 were 
greatly improved, and failure to eradicate the dis- 
ease with one course of treatment was noted only 
in 24 cases. The author especially stresses the 
discontinuance of treatment when the lesions have 
disappeared. 





Scabies—Lightning Treatment in Three Hours— 
Wein. kl Woch Nr. 45, 1926.—Professor M. Op- 
penheim. 

Professor M. Oppenheim recommends using the 
modified Hardy’s lightning treatment for scabies 
and reports on 41,354 cases cured by this treatment 
at the Wilhelminen Hospital, Vienna, and also in 
his private practice. e method consists: first, 
dry rubbing the entire hody and especially the 
places of predilection with soft soap and wood- 
wool for fifteen minutes; second, wash with soft 
soap and brush in bath for 30 minutes; third, the 
body is dried and annointed, particularly in places 
of predilection, with R. sulph. praecip. 25, 
carbon. 10, vasel. flav. 125 gm. and the patient 
is then wrapped in a sheet and covered with a 
blanket for two hours; fourth, the patient is wash- 
ed with soap and water and entire body rubbed 
with R. zinc. oxy., tale. venet. aa 15, vasel. flav. 
30 gm. This completes the treatment but a mild 
pruritis may persist for a while as a consequence 
of the irritation. He urges strict after care in 
regard to clean underwear, bed clothes, and the 
concurrent treatment of all persons living in the 
same dwelling. For children under three years of 
ave he uses the following: R sulph. praecip. cretae 
alb. zinc oxide aa 15 gm. vasel. flav. 45 gm. The 
entire body is rubbed with this twice daily for 
one week without changing the underwear, then 
a cleansing bath. The treatment may be repeated. 


Paget's Disease of the Nipple—J. Mestschanski. 
Dermat. Woch., Feb. 4, 1928. 


The author gives a report of eight cases which 
had been clinically diagnosed Paget’s Disease. 
The study is entirely histopathological In one 
case the histopathological examination showed 
only inflammatory infiltration and in another only 
a typical proliferation of the lactiferous ducts. 
In the remaining cases unmistakable carcinoma 
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was demonstrated. This w from the epider- 
mis, lactiferous, and lac glands. True epithe- 
lioma was found in two cases. It was stated that 
Paget’s cells could be seen wherever the nutri- 
tional processes of the tissue involved had been 
disturbed. In the true Paget’s cases these cells 
were abundant and in some cases were noted in 
simple lacteal gland proliferation. The author is 
of the opinion that true Paget cells are degen- 
erated vacuolated epithelial cells which have 
sprung from the basil or prickle cell layers and 
not from true cancer cells. The paper stresses 
the importance of early clinical recognition. 
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The nay and Treatment of Scoliosis—Joseph 
[. Mitchell. Arch. Surg., xvi, 680, March, 1928. 


Reviewing 125 cases of scoliosis observed in 
the Willis C. Campbell clinic from 1919 to 1927, 
Mitchell pays particular attention to the results of 
treatment in the thirty-six patients who presented 
themselves in the last three years. His figures on 
the etiology are very much like those that have 
been obtained in all large clinics. In the matter 
of treatment, while there is stressed the impor- 
tance of adapation of the method used to the in- 
dividual case, there is, nevertheless, a distinct 
swing toward the operative type of treatment, 
namely, fusion of the spine. After careful pre- 
operative correction, fusion of the spine, with pre- 
ference given to the osteoperiosteal graft, is 
recommended. 

Structural Scoliosis—Armitage Whitman, J. Am. 

Med. Assn., Ixxxix, 2159, Dec. 24, 1927. 


Extreme deformities, in scoliosis, are difficult 
to stabilize by the Hibbs fusion and need addition- 
al bone grafted against the laminae for reenforce- 
ment. 

The author describes a method of obtaining the 
graft and at the same time lessening the unsightly 
prominence of the angulated ribs. The usual 
fusion operation is carried out in so far as it is 
practicable; then an exposure is made of the con- 
vex ribs, and three or more sections are removed 
subperiosteally and placed on the concave side of 
the curve. yn) ge have been operated on in 
this manner and the results have justified the 
operation. The fusion was good, the deformity 
improved, and constitutional effect definite ahd 
salutary. 


Congenital Wry Neck—Walter Aberle. Ztschr. F. 
Orthop. Chir., xl, 1, Dec. 23, 1927. 


The author considers the congenital wry neck 
as a primary aberration of development which 
may be combined with other intrinsic malforma- 
tions, and occurs often as a familial deformity. 
He distinguishes a number of types: first, cases 
in which there is obliquity and asymmetry of the 
head, but where changes of the tissues cannot be 
found in the sternocleido muscle by external ex- 
amination; in another group there are changes in 
the muscle, but the latter retains its configuration 
and it appears as a heavy strand. In a third 
group there is injury of the de rated sterno- 
cleidomastoid muscle during birth. These are the 
cases in which one finds tumor-shaped nodes in a 
muscle already showing degenerative changes. On 





the other hand, an injury during birth of a healthy 
muscle not already showing degeneration, leads 
to a hematoma but never to a true wry neck; this 
injury heals in a short time. 

The asymmetry of the face and skull increases 
in time but can be stopped by early operation. It 
is due not to a hemiatrophy but to the usual 
reaction of the bone which is inhibited by pressure 
in its normal growth. 


a. 





A HAPPY COMBINATION 


The aim, in scientific mecication has always 
been to combine the highest degree of efficiency 
with the lowest degree of risk—for it is almost a 
truism in medicine that any drug powerful enough 
to do good may also, if indiscreetly used, do harm. 
Thanks to the research work that is so intensively 
carried on by our best pharmaceutical manufac- 
turers, the element of danger is being reduced 
without impairing the element of efficiency; and 
this applies to both chemical and biological pro- 
ducts—iodine, mercury, the salicylates, antitoxins, 
antigens, etc. 

One of the most striking examples of this class 
of work is the separation of the virulence of rabic 
brain tissues from its antigenic activity. By the 
method of Dr. Cumming (dialysis) a rabies vac- 
cine is offered by Parke, Davis & Co. which can- 
not possibly infect the patient with rabies, but 
which is claimed to be much more efficient as a 
prophylactic, after the bite of a mad dog, than 
the original Pasteur vaccine. 

—— 
GOITER SURVEY AT NORTHWESTERN 
UNIVERSITY 





The incidence and type of goiter, the previous 
medication, the clinical symptoms, the basal meta- 
bolic rates, and a possible relationship of the fore- 
going to the academic standing, were observed by 
Geza de Takats and Dorothy Grey, Chicago (Jour- 
nal A. M. A., March 31, 1928), in 635 undergradu- 
ate women at Northwestern University, during 
the school year 1926-1927. A method similar to 
that used by the Swiss goiter committee was 
adopted, with additional stress laid on the effect 
of medication and on the basal metabolism deter- 
minations. In 635 women, a thyroid enlargement 
was found in 26.5 per cent, the dominating type 
being the diffuse colloid goiter. The percentage 
of women in a group of 168 above the age of 16 
with some thyroid enlargement who had taken 
iodine was found to be 43.4. Metabolic readings 
in a group of seventy-one women with thyroid en- 
largement showed low rates in 15.4 per cent and 
high rates in 2.8 per cent. A definite goiter was 
found in 82.2 per cent. In the absence of definite 
goiter, 17 per cent had abnorm”! metabolic rates. 
A correlation of academic standing with metabolic 
rates showed that two women with high rates had 
low grades. No marked difference in academic 
standing was found between women with normal 
and low rates. 
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Okla. 


OPENING FOR Se tr at May, Okla., 
good little town in good farming community. Pop- 
ulation 292; nearest physician 14 miles; 32 miles 
to Shattuck, 88 miles to Woodward. Both of these 
towns have good hospitals. Address Chas. W. 
Latta, Secretary Chamber of Commerce, ma 


















SITUATIONS WANTED — Salaried Appoint- 
ments for Class A Physicians in all branches of 
the Medical Profession. Let us opening. Out na a 
with the best man for your o 
wide connections enable us to give Ph bec ser- 
vice. Aznoe’s National Physicians’ 80 


North 


Michigan, Chicago. 
Member The Chicago Association of Commerce. 









. Established 1896. 









WANTED—A location in Oklahoma, where a 
tal is needed.—Write ‘Al- 
N., 1345 S. Lewis, Tulsa, 


first-class small h 
berta Cole Jackson, 
Okla. 













FOR SALE AT A +g P- 
bed hospital. corte a 


ment for -two 

complete, incl 

tion address Dr. W. 
uskogee, 


Avenue, M 


T. 
.o) 


X-ray. 





For further informa- 
ly, 341 East Okmulgee 








